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SOME QUESTIONS ON CANCER OF THE LUNG, LARYNX, 
AND URINARY, TRACT* 


Sir ERNEST KENNAWAY, D.M., D.Sc., F.R.S. 
From the Department of Pathology, St.. Bartholomew's Hospital, London 


The study of cancer as it occurs in man must be carried 
on empirically while others attack the fundamental 
question, “ How, and why, does a cell divide?” The 
distribution of cancer in man, and all factors which 
might affect this distribution, must be examined 
systematically. 


Some Characters of Cancer in Man 

These characters are: (1) sex incidence; (2) preva- 
lence—increasing, decreasing, or stationary; (3) social 
gradient — rise or 
fall, or neither, in 
relation to the 
Registrar-General’s 
Social Classes I to 
V: @ urban- 
rural rates—urban 
+, rural +,or 
neither. 

Sexes must 
always be con- 
sidered separately. 
They may or may 
not be found to be- 
have in the same 
way. Figures for 
the total incidence 
of any one form of 
cancer are of little 
if any value. 

The reason for 
any difference in 
these characters 
can be the subject 
of inquiry. It may 
not be possible to 
prove what the reason is, because: (1) one cannot 
experiment on man; (2) the time lag of such effects 
is very largely unknown ; and (3) social conditions and 
atmospheric pollution are continually changing. 

Thus about 150 years ago the Industrial Revolution 
began to change England from an agricultural to an 
industrial country, and about 1850, in the districts most 
affected by this change and in others to the east of them, 
about 50 species of Lepidoptera began to change their 
protective colour from lighter to darker shades as the 
lichens on the blackened bark of trees were killed by 
the sulphur. dioxide and other constituents of town 

*These notes are based upon data used in May, 1956, for the 
Richardson Lecture at the Massachusetts General Hospital and 
for talks given at the Sloan-Kettering Institute for,Cancer Re- 
search, and in Professor W. U. Gardner's Department 
Anatomy at Yale, with the addition of material obtained from 
Dr. E. Cuyler Hammond and Dr. Oscar Auerbach. It is a great 


pleasure to — pep my debt to all who did so much to make 
this visit enjoyable and valuable in every way. 


industrial area. The norma 
effective. 


Fic. A.—Left: Black and light forms of the peppered moth on an oak trunk in an 
protective colouring of the latter is clearly no longer 


3 Right: The black and iight forms of the same moth resting on a 
lichened oak trunk; the black form is now the more conspicuous (Kettlewell, 
1955b). (Reproduced, by permission, from Discovery.) 


smoke (Fig. A). Now atmospheric pollution is decreas- 
ing with more efficient combustion of coal and the 
increased use of gas and electricity for heating. (Kettle- 
well, 1955a, Fig. 1.) 


Sexual Incidence of Cancer of Lung 

Doll (1953) concluded that the incidence of cancer 
of the lung was about the same in non-smokers of 
either sex. But no inferences can be drawn from the 
incidence of cancer of the lung upon smokers of one 
sex with regard to 
the other sex, as 
is very often done, 
because we simply 
do not know 
whether any in- 
trinsic sexual fac- 
tor is concerned. 
The kind of wholly 
impossible experi- 
ment which is re- 
quired is to set up 
populations of, say, 
10,000 persons of 
each sex, of the 
same age distribu- 
tion, who will 
smoke 30 cigarettes 
daily for 30 years. 
Our present know- 
ledge does not 
allow any forecast 
of the resulting 
sexual incidence of 
cancer of the 
lung. 

The Registrar-General’s figures (Table I) show that 
the immense increase in deaths from cancer of the lung 
in the 12 years 1943 to 1954 has not been accompanied 
by any change in the ratio of the death rates of the two 
sexes (1:5.8 in the first half and 1:5.9 in the second 
half of the period). This fact suggests that the agent 
causing this rise has changed uniformly. The data from 
Japan (Stocks, 1956) provide an interesting comparison 
(see Table VID). 


Incidence of Cancer in Town and Country* 
and in Smokers and Non-Smokers 
A comparative study of the incidence of all forms of 
cancer in town- and in country-dwellers, and in smokers 
and in non-smokers, in both sexes is needed urgently. The 
two problems are very much of the same nature and require 
*Since this paper was written the Registrar-General’s Statisti- 


cal Review of England and Wales (1953, Text) has been issued, 
which contains a very large amount of data on this a 1“ 


ata: 
éL 
ie 
‘ 


300 Fes. 9, 1957 


SOME QUESTIONS ON CANCER 


BritisH 
Mepicat JourNAL 


Taste 1.—Cancer of the Trachea, Bronchus, and Lung. England 
and Wales, 1943-54 (Registrar-General, Statistical Review, 
1953-54, Tables, Part 1, Medical) 


Males Females 
Rates per | Increase Rate per | Increase 
Deaths | Million | in Mean! Deaths | Million | in Mear 
Living Rate Living Rate 
1943 4,943 303 1,166 
1944 $,331 329 1,237 57 
1945 5,805 354 1,356 62 
1946 6,607 355 1,437 65 
1947 7,581 387 1,623 73 
1948 8,403 413 1,759 
Mean of 
first 6 
years 6,445 375-0 1,430 65-0 
1949 9,130 444 1,845 82 
1950 10,254 485 1,987 87 
1951 11,166 530 2,081 91 
1952 11,981 568 2,237 
1953 12,881 607 2,251 98 
1954 13,995 658 2,336 101 
Mean of 
second 
6 years 11,568 548-7 2,123 92:8 


, ow of mean rates, female to male: first 6 years, 1: 5-8; second 6 years, 


the same kind of investigation. Tobacco and coal are both 
plant products, one of which is about 300 million years 
older than the other. 

Thus when one is exposed to the irritating atmosphere of 
a fog a good deal of mucus upon which particles have been 
arrested passes back from the nose into the pharynx, and 
comes up from the bronchial passages into the mouth, and 
this material, if not expectorated, is swallowed. Is it quite 
harmless to the alimentary canal? Similarly, the subject 
of “smoker's throat” may swallow a good deal of mucus 
when smoking. 

Urban Factors 

A number of investigations have shown, with varying 
degrees of distinctness, a higher incidence of various forms 
of cancer among town-dwellers. In seeking for a reason, 
the fact that better methods of diagnosis are more accessible 
in towns is always easy to invoke and difficult to assess. 
Any numerical estimate of the effect of improved diagnosis 
can only be arbitrary. Thus Kreyberg (1954) considers that 
in Norway a four-and-a-half-fold increase in lung cancer in 
females is due to better diagnosis, while a sevenfold increase 
in men is a real one. 

Where the respiratory tract is concerned one must of 
course consider atmospheric pollution and exposure to soot 
containing at least two carcinogens—namely, 3:4-benz- 
pyrene and arsenic—and doubtless others not yet identi- 
fied. But do these factors penetrate to and affect any other 
parts of the body? Some data showing the very large 
range of atmospheric pollution in various towns and 
countries are given in Table II. : 

Thirty years ago my wife and I showed that cancer of 
the scrotum is rare in agricultural workers and is almost 


Taste I1.—Some Examples of Atmospheric Pollution. (Published 
and Other Data from H.M. Fuel Research Station: J. M. 
Campbell, R. L. Cooper, F. Goulden, E. L. Kennaway, M. E. 
Urquhart, and R. E. Waller) 


3:4 Arsenic 
Smoke 
Benzpyrene (As,O,) 
(mg./100 (ag./100 m.*) | (ug./1 
Sheffield, February, 1948 44-173 6 to 33 
Salford, November to March 1S to 
London January 14-7 7-7-9-6 
(County June .. 26 20 
50, January 78 70-9-4 
Sheffield 4 1949 June .. | 2-0 
Mean of f London (Beckton) .. 71 13-2 
year Bristol - 1-3 3-7 
7 English towns, ( Winter 36°5 
mean Summer 18-4 
Oslo. Whole year 1-3-S-7 2:5 1-9-3-1 
Copenhagen. Mean of 4 stations. 

Winter 49 1-45 18 
Reykjavik. Weel year 0-23 

Akureyri 4 Summer 0-5 0-049-0-057 


unknown in those social classes who wash most (Kennaway, 
1925; Kennaway and Kennaway, 1946), and the suggestion 
was made that “it would seem possible that cancer of the 
scrotum is influenced by exposure to coal-smoke—in other 
words, possibly all town-dwellers are in some very slight 
degree liable to ‘chimneysweep’s cancer.’” Probably vari- 
ous carcinogens, with the exception of sunlight, are more 
abundant in towns, and their actions may summate, a pro- 
cess about which we know very little; one of the latest 
contributions on this question is that of Cloudman ef al. 
(1955). 

When comparing various batches of data about atmo- 
spheric pollution one must bear in mind that the materials 
concerned may not be the same in different countries or 
even in different towns in the same country. Thus the sus- 
pended matter of Liverpool might have a carcinogenic effect 
which summates with that of tobacco (Stocks and Campbell, 
1955), while the corresponding material of Oslo might not 
do so (Kreyberg, 1954). 

A very valuable source of data on this question is avail- 
able in the official figures for mortality and morbidity from 
Norway, Denmark, and Finland, which are classified under 
urban and rural districts, and in the two last-named the 
figures for the capitalt also are given separately. The 
populations of these three countries are of the order of one- 
eleventh of that of England and Wales, and present a more 
manageable problem. 

The first evidence brought forward suggesting that urban 
conditions induced cancer of the lung and larynx was per- 
haps that showing the low incidence upon male outdoor 
workers. Calculations based on the Registrar-General’s 
figures showed (Table III) that a group of open-air occu- 


IIl.—Cancer of Lung and Larynx in Occupa- 
tions, England and Wales (Kennaway and Kennaway, 1936, 


1947) 
Ratio of Registered to 100 Calculated Deaths 
Occupation Cancer of Lung Cancer of Larynx 
1921-32 1933-8 1921-32 1933-8 
Gardeners .. wis 58 61 7s 79 
Farm bailiffs and foremen . . 26 22 at 3% 
Agricultural labourers, in- |, 
cluding shepherds od 34 26 41 60 
Farmers 53 32 40 41 


Taste IV.—Open-air Occupations. England and Wales, 1951 
(Registrar-General) 


Standard Mortality Ratio. Males aged 20-64 


Social Class IV Partly Skilled 


Cancer - 
Agricultural Workers Others 
Larynx 13° 115* 
Lung, bronchus, trachea .. 62 97 


* Based upon fewer than 10 deaths. 


pations (gardeners, farmers, agricultural labourers, including 
shepherds, and farm bailiffs and foremen), which included 
about 954,000 men, had low ratios for cancer of the lung 
(22 to 61) and of the larynx (29 to 79). The highest figures 
in each case are given by gardeners, of whom many live in 
or near large towns. 

[Some evidence that the same character of open-air occu- 
pations persists in recent years is given by the smaller ° 
numbers derived from the 1951 Census 1% Sample Tables 
(Table IV).] 

These results led to further investigation comparing the 
whole population of England and Wales of both sexes 
(Curwen, Kennaway, and Kennaway, 1954). This showed 
‘that the standard mortality ratio for cancer of the lung in 
both sexes, and of the larynx in males, falls with decreas- 
ing urbanization, as is shown in Fig. 1 by the series—county 
boroughs (mostly towns with a population of 100,000 or 
more), urban districts (other towns), and rural districts (the 


+An important instance of the value of such data is given 
below, in the section on Cancer of the Urinary Tract. 


SOME QUESTIONS ON CANCER 


Britisu 


JOURNAL 301 


REST 


MALE FEMALE MAL 
WALES 
LONDON ADMIN. COUNTY 
COUNTY BOROUGHS 


MALE FEMALE 
MIDLAND 


ANDAROD RA 
(ENGLAND 8 WALE 


EACH DISEAS 
1946-1949 RURAL DISTRICTS 
Fic. 1—lUrban and rural incidence of cancer of the lung and 
larynx. England and Wales (Curwen et al., 1954). Reproduced, 


by permission, from the British Journal of Cancer.) 


rest of the country). The gradient is less steep for cancer 
of the lung in women, and cancer of the larynx in women 
shows exactly the reverse relationship. This peculiar 
behaviour of cancer of the female larynx has at present 
no explanation, although one might suspect a diet consist- 
ing too largely of white bread and tea. 

When considering urban factors in relation to cancer one 
must of course seek for other conditions besides atmospheric 
pollution by smoke from various sources. There may be 
differences in the diet, both solid and liquid, of town and 
country dwellers, and radioactivity increases in any enclosed 
place owing to emanation from walls. Thus Dawson (1952) 
observed that: “In the laboratory there was usually twice _ 
the activity found at the open-air site on the roof. At 
Chiswick, ventilating the room lowered the activity by as 
much as one-half, whilst in the coal-cellar the activity was 
14 times greater than at the site in the garden. In the Post 
Office air-raid shelter the ventilation was as restricted as any 
found in habitable buildings ; the activity was 120 times as 
high as at the open-air site.” 


Smokers and Non-Smokers 


The classification of persons affected by cancer of the 
lung into smokers and non-smokers is easy, but the matter 
is not so simple. A person who is going to develop cancer 
of the lung whether he smokes or not, may be a smoker, 
and a heavy smoker. Possibly with further knowledge we 
may be able to identify such cases by the histological type 
of the tumour. Some possible categories of persons affected 
by cancer of the lung are shown in Table V. 


TasBLe V.—Classification of Some Persons Developing Cancer of 


Lung 
Carcinogen: 
1. Non-smoker. 
Intrinsic 2. Smoker who would have developed cancer 
of lung if non-smoker. 
3. Smoker not exposed to atmospheric 
Tobacco pollution. 
Extrinsic 4. Smoker exposed to atmospheric pol- 
Atmospheric lution. 
pollution 5. Non-smoker exposed to atmospheric 
‘ pollution. 


The relation of atmospheric pollution and _ tobacco, 
together, to the causation of cancer of the lung is the 
subject of considerable difference of opinion. The summa- 
tion, of carcinogenic action is a subject about which we have 
much to learn, even under the comparatively simple condi- 
tions of experiments upon animals. Data on a very wide 
range of atmospheric pollution are now available (Table ID) 
thanks to the co-operation of Professor Niels Dungal, of 
Reykjavik, Professor Leiv Kreyberg, of Oslo, and Dr. 
Johannes Clemmesen, of Copenhagen. When such data 
can be correlated with those for smoking habits and for 
cancer of the lung it may be possible to decide this ques- 
tion. If such summation occurs, a smoker in, for instance, 


Reykjavik should be able to smoke more cigarettes with 


impunity than if he were in Sheffield or Salford. Stocks 
and Campbell (1955) show the interesting inferences which 
can be drawn if this process of summation is accepted. ~ 
The simple adding together of amounts of materials— 
for example, arsenic or 3:4-benzpyrene inspired with town 
air, and with tobacco smoke, is misleading, because the 
greater part of the former is taken in through the nose, 
which arrests 80% of particles larger than 2.5 » (Davies, 
1949), while tobacco smoke evades this filter altogether.* 


Scar-Cancers of the Lung: Possible Importance of 
Cholesterol 

The cancers of the lung associated with scars (Narben- 
krebs) and with deposits of cholesterol described by the 
German pathologists Réssle (1953) and Liiders and Themel 
(1954) have been investigated in this country by Raeburn 
(1956), who states: “ Further cases of lung cancer associated 
with scarring have been studied in detail. The scars are of 
various aetiology—collapse pneumonia, tuberculosis, and 
even foreign body. The common factor is proliferation of 
bronchial epithelium within the fibrous framework of tle 
scarred area. Twelve cases of cancer in association with 
tuberculosis are receiving separate attention. These scars 
are rich in cholesterol.” 

This proximity of cholesterol to malignant growth is of 
great interest in view of the discovery by Hiegert (1949) 
of the carcinogenic power of cholesterol, which is not 
diminished by drastic purification (Schwenk process). Of 
course, the juxtaposition of these crystals and a carcinoma 
is very far from proving that one is the cause of the other, 
but what more evidence can one expect from histological 
appearances ? 


The Process of Smoking a Cigarette 
The physical and chemical changes which take place 


when a cigarette is smoked are complex, and the con- 
ditions under which they occur are unlike those present 


80% 


66°%o 

TEMPERATURE 
900° 
650° 


PAPER 
Fic. 2.—Diagram of a cigarette. 


in most other combustions. The changes include: (1) oxi- 
dation, (2) pyrolytic condensations producing polycyclic 
compounds, (3) volatilization repeatedly, and (4) condensa- 
tion repeatedly. 

Commins, Cooper, and Lindsey (1954) threaded a thermo- 
couple through a cigarette and observed the readings 
as the burning zone approached. They found that, the 
maximum temperature ranges from 650 to 700° in the 
centre, to 900° at the surface, where the oxidation is most 
rapid. The temperature drops very rapidly behind the 
burning area—for example, from 770° to 100° in 3.5 mm. 
(Harlow, 1956). Hence a continuous process of volatiliza- 
tion and condensation takes place in a “ leap-frog” manner 
as the cigarette is smoked. 

For the present purpose, nothing matters but what 
emerges at the stump, and in this respect there may well 
be a considerable difference between smoking, say, 66% 
and 80% of the cigarette (Fig. 2). 

*The first smokers of tobacco seen by Europeans (two com- 
panions of Columbus in Cuba in 1492) inspired the smoke of 
igars through the nostrils; but their example was not followed 

oskowski, 1955). 

+The work of Dr. Hieger and Professor L. F. Fieser on the 
carcinogenic action of cholesterol was the subject of a talk which 
I gave at the Sloan-Kettering Institute for Cancer Research 
in Professor W. U. Gardner's Department of Anatomy at Yale 


in May, 1956, and is dealt with at length in Chapter 3, entitled 
“The Carcinogenic Effect of Cholesterol,” of a book Cancer (in 


the press). 
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The investigation shown in Fig. 3 is very elementary, 
but we seem to have few data of this kind. Cigarettes of 
two well-known British brands were weighed, and smoked 
in the ordinary way by one or other of two habitual 
smokers who dropped the ash, and stump, into weighing- 
bottles. The mean figures show that the ash and stump 
together make up 


8.5+19.8% or 28% 
= of the original 
| weight—t hat is, 
Or 100 72% of the cigar- 
ette was volatilized. 
The portion which 
z becomes the stump 
c 2 of course gains in 
2 weight by condens- 
« ing volatile matter 
2 from the portion 

burnt. 
A valuable piece. 
of evidence on 
[smoking habits in 
ost | the US.A. is given 
o2 z by Harlow (1956) 
in his study of 
= temperatures in a 
~ cigarette. He says: 

1G. a ump of cigare 

C=Cigarette. S=Stump. A=Ash. 


1,000 smokes to a butt length less than 23 mm.” A length 
of 23 mm. is 29% of 70 mm., which is the length of an English 
cigarette of a very popular brand ; hence almost always less 
than 71% of the length of the cigarette is smoked, as com- 
pared with 80%, which is commonly smoked in this country 
(Fig. 3), and was adopted by Commins ef al. (1954) in their 
method of artificial smoking. Anyone from this country 
who observes ash-trays in the United States will note the 
difference in the length of the cigarette ends. 


Work of Dr. E. L..Wynder on the Carcinogenic 
Action of Cigarette Smoke 

The emphasis laid upon the collected negative results of 
painting experiments from various laboratories, and the 
more or less explicit suggestion that these discredit Wynder’s 
results (see, for instance, Nature, 1956), suggest that, in this 
instance, where smoking is concerned, the comparison of 
evidence from man and from animals may not always be 
conducted with complete impartiality. We do not smoke 
chromium compounds and no one doubts that these are 
carcinogenic to the human lung on the ground that we 
have no confirmatory evidence from animals. Positive 
results, if obtained by legitimate methods, must take pre- 
cedence of negative results. é 

Recently I had the opportunity of seeing, and handling, 
Dr. Wynder’s mice, which showed no sign of undue injury 
to the skin; and, in any case, no process of simple ulcera- 
tion of the skin of the mouse, or of any other tissue, will 
give carcinoma in 44% of cases (Wynder ef al., 1953). To 
anyone who has any experience of such work with mice 
it is clear that the material used is carcinogenic under 
these conditions. The suggestion has been made that 
Wynder’s mice are “ hypersensitive”; one might just as 
well assert that other mice are “ hyposensitive.” 

Negative results of smoke-inhalation experiments on 
rodents seem to me to be of no significance, because the 
animals, presumably, unlike smokers, keep their mouths 
shut and pass the smoke over their turbinates, which, in 
the rabbit at any rate, are more complex than our own. 


Comparison of Cigars and Cigarettes 
A cigar consists of intact portions of tobacco leaf 
arranged more or less concentrically, while a cigarette is 
made up of more finely divided material packed together : 
the conditions for combustion, and therefore its products, 
are different, quite apart from any difference due to the 
quality of the tobacco, The smoke from a cigar gives an 


alkaline condensate, and that from a cigarette an acid one. 
The very large difference between cigar smokers and 
cigarette smokers in regard to cancer of the lung which is 
shown by Dr. Hammond’s figures (see below) suggests that 
if one could ascertain the cause of it one might attempt 
to construct something which would embody this quality 
of a cigar in something sufficiently like a cigarette to be 
adapted for smoking during short periods, which character 
is the chief advantage of the cigarette over the cigar. Onc 
could then offer smokers a precaution which would not 
involve “giving up smoking.” A cigar is comparatively 
large and expensive, and hence the economical smoker 
wishes to smoke one as completely as possible. 

Dr. Lindsey, at the Sir John Cass College, and Mr. J. M. 
Campbell, in Professor Blacklock’s department at St. Bar- 
tholomew’s Hospital, are examining cigar smoke, and will 
compare their results with the considerable experience 
which they have gained in the study of cigarette smoke. 

Il asked Dr. Hammond what kind of cigar would be smoked 
by persons who furnish the bulk of his statistical material. 
He writes: “I went to a cigar store located on a street 
which is near the dividing line between a rich residential 
district and a poor residential district. The customers 
appear to be largely middle class or lower middle class, 
but many are labourers and some are rich men. They sell 
a very large number of different brands, with prices ranging 
from $0.04 to $1.25 per cigar. I asked the owner to sell 
me one each of his best-selling cigars.” Dr. Hammond has 
very kindly sent to us samples of 18 of these brands. 

In this country at the present time a person who smokes 
a cigarette uses 1 g. of tobacco, costing perhaps about 244d., 
in 10 to 15 minutes. One of the smallest cigars on sale 
here, weighing 2 g., costs 84d.—that is, nearly twice as 
much per gramme ; we have rc’ as yet any figure for an 
average time taken to smoke such cigars. The cigarillos 
commonly smoked by women in Denmark weigh about 
1.8 g.; some of the smallest cigars smoked in the U.S.A. 
weigh 3 to 3.4 g. and cost 4 to 5 cents. 

Dr. Hammond has kindly obtained for me the figures of 
the U.S. Internal Revenue Service for the retail price range 
of cigars sold in the U.S. in 1955: 


Retail Price Range > 4 
Not over 24 cents 0-48 
Over 2}to4 ,, 3-68 

» 4to oe 39-04 

” 6 tos ” 9-64 

Subtotal: Up to 8 cents 52-84 
Over 8 to 15 cents 40-79 

o 3-28 

Over 20 cents “ 3-09 
Subtotal: Over 8 cents 47-16 
Total—all classes 100-00 


Thus 89% of the cigars sold cost from 4 to 15 cents (34d. 
to Is, Id.). 


Cigarette Smoking and Cancer of Lung 

Statistical Inquiries—No attempt is made here to sum- 
marize the very numerous papers of recent years on the 
relation of cigarette smoking and cancer of the lung. Such 
investigations may be either retrospective, dealing wholly 
with data from the past ; or, prospective, in which current 
events are followed. Hammond, in a personal communica- 
tion in 1956, referred to 17 studies of the first class from five 
countries. The prospective class is represented by the inquiry 
among medical practitioners in Great Britain by Doll and 
Bradford Hill (1954, 1956), and by the geographical survey of 
Stocks and Campbell (1955), which is also retrospective. 
The prospective scheme of the American Cancer Society, 


» designed by the statistician Dr. E. Cuyler Hammond, is 


chosen for brief mention here because it is an extremely 
interesting example of organization on a very large scale. 


Inquiry by American Cancer Society planned by 
E. Cuyler Hammond 
This investigation by means of a questionary is in pro- 
gress in nine States of the Union in 394 counties, urban 
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and rural, selected chiefly because they have well-organized 
units of the American Cancer Society. Female volunteers, 
22,000 in number, were asked (1) to give a copy of the 
questionary “to white men aged 50 to 69 years whom they 
knew well enough to be able to trace for the next several 
years” ; and (2) to secure the filling up of a follow-up form 
yearly on November. 1. The progress of the inquiry may 
be summarized as follows: 


Questionaries suitable for study collected 


between January and May 31, 1952 190,134 
‘Alive 179, 

Of these persons, on | Dead 2103) 188,078 

October 31, 1954 | Not traced 2,056 

Death certificates 8,019 

Deaths attributed to cancer of the lung 288 

Regular cigarette smokers at some time 107,978 

Currently smoking a pack or more of cigar- 
25,561 


ettes a day 


Some early results are as follows: 
Ratios of Mortality from Lung Cancer 


Regular Cigarette Smokers 1/11/52 to 31/10/53 1/11/53 to 31/10/54 
No* 1-0 1-0 
> be 73 73 
Pack-a-day ur more 14-1 15-6 


* Includes pipe and cigar smokers and occasional! cigarette smokers. 
Number of Deaths and Annual Death Rate from Lung Cancer 


per 100, 
Well-established Diagnosis, 
All 245 
Excluding Adenocarcinoma 
Smokers Cases Reported Cases) 
Deaths | Death Rate| Deaths | Death Rate 
Never wi ai 9 14-0 2 3-1 
Occasional es 2 84 2 8-4 
Cigar only 5 16°5 4 13-3 
Pipe only . . ea 9 35-2 6 24-1 
Cigarette onl an 151 141-6 97 87-2 
Cigarette and other 69 81-9 50 57-7 
Annual Death Rate from Lung 
Cancer per 100,000 
Cigarette Smoking Habits 
in 1952 Well-established 
All Cases Cases Excluding 
Adenocarcinoma 
Never smoked regular! a 12-6 45 
lone... 39-1 31-6 
Fa-regular smokers {Occasional 71-0 71-0 
= . 61-1 
Packs 4 208-4 119-0 
2+ 340-7 278-7 


In the well-established series the incidence of lung cancer 
upon heavy cigarette smokers is 62 times greater than that 
upon those who had never smoked regularly. 


Cities | 10,000- | Suburb 
50,000+| 50,000 lor Town| Rural 
Cigarette smokers per 100 of male 
population .. os 626 | | 569 | 303 
Lung cancer { Standardized for age. | 825 | 678 | 746 | 505 
death rate) and smoking habits | 78-7 | 703 | 78-7 | 600 


The urban-rural difference is distinct when all diagnosed 
cases of lung cancer are taken together, but is much less 
so among well-established cases in cigarette smokers after 
exclusion of adenocarcinoma. 

The death rates in these tables of the American Cancer 
Society are standardized for the white male population of 
the U.S.A. in 1953. 


Work of Dr. Oscar Auerbach 
At the Veterans’ Hospital, East Orange, New Jersey, Dr. 
Oscar Auerbach and seven other workers (1955, 1957) are 
investigating “the anatomical approach to the study of 
smoking and bronchiogenic carcinoma.” 


. as the trachea.” 


As soon as possible after death the trachea and lungs, 
fixed in formalin, are divided in the coronal plane so as to 
separate the cartilaginous from the muscular part of the 
trachea, and the posterior portion is rejected ; the bronchial 
tree is separated by blunt dissection, carried sometimes to 
within 1 cm. of the pleura, and divided transversely into 
blocks, usually 208 in number (Fig. 4), and from one to five 
sections from each block are examined for (1) basal-cell 
hyperplasia, (2) stratification, (3) squamous metaplasia, and 
(4) carcinoma-in-situ.* 

The results obtained in 28,638 slides from 117 out of the 
first 150 cases (all white males; of whom more than two- 
thirds were aged from 50 to 70 years) show (1) a remark- 
able parallelism between the smoking habits of the deceased 
and the four changes named above; and (2) carcinoma- 
in-situ in unexpected numbers, and over a wide area, includ- 
ing the trachea, a discovery which is of obvious surgical 
importance and complicates the already difficult problem 
of localization. Cases of “ recurrence” after operation may 
actually be due to growth developing from another centre 
of carcinoma-in-situ. One now has to explain not only 
the development of cancer-in-situ at many different points 
but also the prevention of further growth at the great 
majority of these, 

The histological examination of each slide was carried 
out by from two to five persons who were “ ignorant of the 
smoking histories and the clinico-pathological data.” Un- 
fortunately the cases of carcinoma of the lung did not 
include a single non-smoker ; all were “ moderate to heavy 
smokers.” Cigar smokers and pipe smokers and ex- 
cigarette smokers were excluded from the three classes of 
smokers, 

The results of this investigation are presented in an 
unusual manner (Table VI). The percentage of slides from 


Taste VI.—Histological C. “=~ in the ~ pry Tract in 


Relation to Cigarette Smoking (Auerbach et al., 1955) 
Deaths 
Deaths from Causes other | from 
than Cancer of Lung Cancer 
of Lung 
Histological Changes Per Cent. of Slides 
Never Less 1 Pack 
Smoked | than 1 or 
Regu- Pack More 
larly Daily | Daily 
Basal-cell Three or morecellrows 18-6 22-0 36:1 43:5 
hyperplasia ‘| Five or more cell rows 29 $+ 10-8 15-0 
Stratification .. os es 42 71 10-4 13-4 
Squamous metaplasia ™ be 1-9 6-3 9-5 11-7 
Carcinoma-in-situ .. 1-0 41 6-0 63 
No. of cases .. aA 16 20 47 
Total 117 


the respiratory tract which show each one of the four 
changes named above is recorded separately for each of 
three classes of smokers, and for cases of cancer of the 
lung. “In subjects who died of bronchogenic carcinoma, 
basal-cell hyperplasia, stratification, squamous metaplasia, 
and carcinoma-in-situ were diffusely distributed throughout 
the epithelium of the bronchial tree in both lungs as well 
Details of the extent to which these 
changes occur in the trachea would be of great interest, as 
carcinoma of the trachea is very rare. 


Future Course of Research on Cancer of Lung 

The study of the aetiology of cancer of the lung is com- 
plicated by several factors: (1) Cancer of the lung has 
several different histological forms which may differ in 
aetiology, and these distinctions are lost in figures for total 
incidence. (2) We do not know which, if any, forms of 
atmospheric pollution can summate with tobacco smoke 
as carcinogens. A carcinoma-of the lung in a smoker 
might perhaps be due to the combined action of radio- 


*Could not some more appropriate name be found for 
“ carcinoma-in-situ,” which tissue lacks the essential invasive 
property of carcinoma ? r 
to the term; everything at rest is in situ. 


“ pre-carcinoma. 


“In situ” contributes nothing of value 
One might suggest 


: 
| 
| 
— 
aS 
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activity and of several constituents of both atmospheric 
pollution and tobacco smoke. (3) The recent work of, for 
example, Salaman and Roe (1956) and Gellhorn et al. (1956) 
shows the complex state of our knowledge of initiators and 
promoters of malignant growth. (4) The significance of 
carcinoma-in-situ, which, according to Auerbach, occurs 
on a very large scale, is most difficult to assess, as it is in 
other forms of cancer (cervix, prostate). (5) Lungs of per- 
sons of known smoking history, for chemical and histo- 
logical research, are difficult to obtain here either from 
operation or from necropsy. 


Cancer of Larynx 

The statistical study of cancer of the larynx is made 
difficult by several factors. (1) Cancer of the larynx in men 
and that in women are to a large extent different diseases, 
as the so-called “extrinsic cancer of the larynx” is much 
more common in women; it is not a cancer of the larynx 
at all, and would be much better described by some other 
name (see discussion by Lederman, 1954). (2) The evidence 
of death certificates does not allow a reliable separation 
of cases of intrinsic and extrinsic cancer of the larynx. 
(3) The improvements in surgical and radiological treatment 
of cancer of the larynx may have reached a stage when 
the number of deaths is not a reliable measure of the 
incidence of the disease. Hence cancer registration is 
required. This system is in operation in Denmark, Finland, 


and Norway, and in such countries, with populations «; 
not much more than four million, the establishment 0; 
registration is easier than it is in England and Wales, wii) 
a population of 44 millions. However, our Genera! 
Register Office already registers about 70% of the cases c: 
cancer in England and Wales, and the Anna Fuller Func 
has given us a grant for a Fellowship to be devoted to the 
study of the new material obtained by registration. 
11, 000) 


10,000 / 
9.06 Lung / 
8,000 / 
7,00 / 
6,00 
5,00 
4,00 
3,00 
2,00 


1,00 
YEARS “794i 1951 
Fic. 5.—Deaths from cancer of the lung and larynx. Males. 
England and Wales. 1921-51 (Curwen ef al., 1954). (Reproduced, 
by permission, from the British Journal of Cancer.) 


/ 
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Fic. 4.—Schematic diagram of the tracheobronchial tree showing the distribution of the 208 blocks. 
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Cancer of the Larynx and Tobacco 


We do not know if there is any association in this country 
between cancer of the larynx and smoking. Whatever 
factor is affecting the incidence of cancer of the lung in men 
does not appear to be affecting cancer of the larynx (Fig. 5), 
but, as we are not certain about the total of the latter, 
the question is not settled. Wynder (1955) finds that in 
the U.S.A. “pipe and cigar smoking are more closely 
associated with cancer of the larynx than with cancer of 
the lung” (Wynder, 1955, p. 111 ; Wynder et al., 1956). 

A dissociation of 

= the incidence of 
cancer of the lung 

and of the larynx, 

similar to that 

shown in Fig. 5, 

MALE appears in the very 
valuable study of 

cancer in Japan by 

Stocks (1956). In 

comparing Japan 

with England and 

Wales he says: 

“For the larynx 

the figures are 

similar in the two 

10} FEMALE countries up to age 
cancer registered 

mortality of men 


1942 1944 1946 1948 1950 1952 1954 tenth of 


G. 6.—C leath rates million : 
living. the the English rates at 
and Wales (Registrar-General, 1953-4). most ages, and 
amongst women 
the ratio is between one-half and one-third” (Table VII). 
Data about the smoking habits of the Japanese would be 
of great value. 


RATES PER MILLION 


TaBLe VII.—Age-Specific Death Rates from Cancer Per Million 
in Japan (1952) and in England and Wales (1952-4) (Stocks, 1956) 


| 
Males Females 
ome Larynx Lung Larynx Lung 
Japan |E. & W.| Japan |E. & W.| Japan |E. & W.| Japan JE. & W. 
o- 0-1 0-1 0-7 2-1 0-1 0-1 0-7 0-6 

25- 0-5 0-2 5 26 1-1 0-8 2-4 10 
35- 1-2 1-8 6 97 0-8 2:2 3-5 26 
40- 6 5 21 249 0:8 3-3 ll 52 
45— 18 13 43 577 8 7 18 89 
50- 32 33 70 1,259 il 13 40 138 
55- 57 75 114 2,002 15 17 40 201 
60- 85 101 181 543 8 19 65 287 
65- 151 156 236 2,922 32 80 384 
70- 46 225 219 2,592 32 93 379 
75- 125 190 2,072 42 33 70 445 
80+ 83 357 110 1,267 33 39 18 362 


Rrevalence——The Registrar-General (Statistical Review, 
1952, Text, p. 158) states that: “ Above 75 there has been no 
change in the male rate, but both the equivalent average death 
rate (0-64), and the rates between ages 45 and 75 have fallen 
by about 40% since 1936, while the female rates have remained 
constant.” (Fig. 6. These figures of course refer to death rates.) 


Alcohol and Cancer of Larynx 
Men concerned in the sale of alcoholic drinks are 
especially liable to cancer of the larynx (Kennaway and 
Kennaway, 1936, 1947), while cancer of the lung appears 
to be unaffected. 
TaBLe VIII.—Ratio of Registered to 100 Calculated Deaths From 


Cancer of Lung and Larynx in Occupations Concerned With 
the Sale of Alcoholic Drinks. England and Wales 


Lung Larynx 
1921-32 1933-8 1921-32 1933-8 
Barmen vee os 104 122 469 275 
Cellarmen 92 87 319 502 
Licensed victuallers .. 128 124 185 199 a 


Social Incidence of Cancer of Larynx 

In 1921-3 and 1930-2 cancer of the larynx in males 
showed a very distinct social gradient, the incidence being 
-highest in the poorer classes (Table IX). In 1950 this 
gradient had disappeared, and in this respect cancer 
of the larynx provides a very distinct contrast to cancer 
of the stomach, in which the gradient has remained the 
same throughout the whole period. The decreased strength 
and increased cost of alcoholic drinks during the 16 years 


TaBLe IX.—Standard Mortality Ratio. Males Aged 20-64 Ac- 
cording to Social Class. England and Wales (Registrar- 
General. 1951 Census. One Per Cent. Sample Tables, Occu- 
pational Mortality, Part I) 


Social Class 


Cancer I II il IV v 


Profes- | Inter- : Partly Un- 
sional | mediate | killed | syitied | skilled 


Larynx: 
1921-3 .. 72 96 93 96 135 
1930-2 (aged 35-65) .. 60 81 98 90 143 
1950 113¢ 70 110 93 115* 
Lung, bronchus, trachea: 
1921-3... 100 109 97 79 124 
1930-2... BC a 107 95 100 92 114 
1950 80 79 108 89 116 
hagus: 
1921-3 .. 76 91 104 88 130 
Stomach: 
1921-3 .. 60 82 100 106 130 
1930-2 (aged 35-65) .. 55 83 98 112 122 
1950 na a ‘A 57 67 100 114 132 


* Based upon fewer than 50 deaths. + Based upon fewer than 10 deaths. 


TaBLe X.—Cancer of the Bladder and Kidney, England and Wales, 1944-54 (Registrar-General’s Statistical Review, 


1953-4. Table. 


Part I. Medical) 


Bladder 


Kidney 


Male Female 


Male Female 


Rates per | Increase Rates per 
Deaths | ‘Million Deaths | ‘Million 


Rates per | Increase Rates per | Increase 
Deaths | ‘Million % Deaths | “Million % 


27 
28 


: 
L 
= 
| | 
1944 1,234 16 573 a 395 24 347 16 He ; 
1945 1,339 82 611 419 26 303 14 ct 
1946 1,375 74 670 30 434 23 343 16 moe 
1947 1,417 72 651 29 492 25 350 16 ee 
1948 1,540 16 712 32 529 26 381 17 is 
Mean 76-0 29:2 15-8 
1949 1,617 79 701 31 562 27 384 17 , Se oe 
1950 1,676 79 773 34 597 28 366 16 
1951 1,787 85 738 32 597 28 430 19 See Stagg 
1952 1,890 90 742 32 638 30 471 21 By 
1953 1,824 86 801 35 655 31 443 9 
1954 1,861 87 847 37 676 32 455 20 aoe 
Mean 84-3 11-0 33-5 14-7 29-3 18-1 18-7 18-1 ae 
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since 1939 must be considered in relation to the change 
in the mortality from, and social distribution of, cancer 
of the larynx. Television might in time have a similar 
effect, owing to lessened consumption of alcohol, but the 
results could hardly be apparent as yet.* Cancer of the 
oesophagus, of which the incidence is certainly high upon 
occupations concerned with the consumption of alcohol, 
shows a similar diminution in social gradient. 


Cancer of Bladder and Kidney 


An increase in cancer of the bladder in recent years has 
occurred both in Denmark (Clemmesen and Nielsen, 1956) 
and in England and Wales (Registrar-General, 1954, 1955) 
(see annotation, this Journal, January 26, 1957, p. 218). 

Clemmesen and Nielsen say: “... there has been a 
steady increase in the number of cases notified for papillo- 
mata and carcinomata of the urinary bladder among men 
in the capital. In provincial towns and rural areas a less 
pronounced increase occurred during the years 1951 to 
1953, the significance of which is doubtful, so far. No 
increase in incidence was observed for tumours of the 
bladder among women nor for malignant neoplasms of 
the kidney.” 

The Registrar-General’s figures, on the other hand, show 
an increase in both sexes in cancer of the bladder and of 
the kidney in the eleven years 1944-54 (Table X). The 
percentage increase in the death rates for cancer of the 
bladder is somewhat greater in women than in men, and 
for cancer of the kidney it is equal in the two sexes. 


Possible Effects of Tobacco upon the Urinary Tract 


The importance of a search for carcinogenic effects of 
tobacco other than those upon the mouth and respiratory 
tract has been emphasized in a recent paper (Kennaway, 
1955) in which attention is drawn to the antidiuretic action 
(Walker, 1949) which must facilitate any such carcinogenic 
effect. The quantity of compounds absorbed from tobacco 
smoke is made plain by the very numerous investigations 
of their effects upon the circulatory system (see, for 
instance, Wynder, 1955, Chapters 2 and 3). 

Steele, Koch, and Steiner (1951) obtained fibrosarcoma in 
about 19% of mice after subcutaneous injection of an 
extract (butyl alcohol, after extraction with benzene) of 
human urine, presumably from unselected persons. Dr. 
A. J. Lindsey allows me to say that he is examining, at 
the Sir John Cass College, the urine of smokers and of non- 
smokers for compounds which he and his fellow-workers 
(Commins ef al., 1954; Cooper and Lindsey, 1955) and 
J. A. Campbell in this laboratory have identified in cigarette 
smoke. 
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Benactyzine hydrochloride has been found to reduce or 
modify stress-induced behaviour in animals (Jacobsen 
and Sonne, 1955 ; Jacobsen and Skaarup, 1955a, 1955b). 
It has also been found to diminish the autonomic 
responses of human beings to emotionally disturbing 
experiences (Jacobsen ef al., 1955). Favourable results 
have been reported in Denmark with clinical use of the 
drug for the treatment of psychiatric cases (Jensen, 1955 ; 
Ostenfeld, 1955), and it has recently been introduced into 
the United Kingdom. Beresford Davies (1956) reports 
its use in a group of 110 patients suffering from 
psychiatric conditions, with favourable results in 67 
patients. Further trials have been reported by Raymond 
and Lucas (1956) and Seager and Leitch (1956). 

In recent years a variety of new drugs—the so-called 
“ tranquillizers”"—have been introduced in psychiatric 
practice, some of which are now being prescribed very 
extensively—so extensively, in fact, that the American 
Psychiatric Association has issued a warning against 
their indiscriminate use, and hospital management com- 
mittees in this country have expressed concern at the 
high cost incurred by their use in mental hospitals. For 
some of these drugs the value in specific conditions has 
been thoroughly assessed—for instance, in the case of 
reserpine or chlorpromazine employed for the treatment 
of chronic disturbed hospitalized schizophrenics. But 
the widespread use of drugs of this type for the treatment 
of psychoneuroses in general practice rests on no such 


_ Secure evidence. 


If the preliminary findings of the clinical use of ben- 
actyzine prove valid it appears likely that its application 
may lie mainly in the treatment of certain types of 
psychoneurotic patients, in which case its chief use 
would be found in general practice and in psychiatric 

out-patient clinics. It seems therefore to be of particular 
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importance that its value in such a type of practice 
should be rigorously assessed as soon as possible. 

None of the clinical papers previously quoted can be 
regarded as entirely conclusive as an assessment of the 
value of the drug from the point of view we have in 
mind. Jensen’s series of 110 cases consisted pre- 
dominantly of in-patients in the Danish Red Cross Sana- 
torium, since it included only 14 out-patients. From a 
diagnostic point of view the series is heterogeneous, as 
it contains many different types of psychoneurotic and 
some psychotic reactions. Beresford Davies’s series also 
contains patients suffering from many different types of 
psychoneurotic and psychotic reactions. Of his 110 
cases 74 were out-patients, the remainder being in- 
patients in a mental hospital, some of whom were 
receiving modified electroplexy at the same time and 
others drugs of the antihistamine group. (It is not clear 
whether chlorpromazine was included in this category.) 
The 13 in-patients studied by Seager and Leitch are diag- 
nostically an extremely heterogeneous group, since they 
include no fewer than four different types of psycho- 
neurotic syndrome, and the only results presented are 
those for the group as a whole. Raymond and Lucas, 
on the other hand, although their series of 43 out-patients 
contains five different diagnostic groups, present the 
results for each group separately, from which they con- 
clude that benactyzine had a favourable effect on 12 out 
of 18 cases of “ anxiety neurosis.” 

Jensen’s series includes a “control” group which is 
said to have been “ picked out at random but so that 
approximately the same types of patients are represented 
in both groups.” It seems to us that there may be a 
certain incompatibility between the first and second 
statements in this sentence. It is open to the further 
objection that the patients in the control group were 
apparently receiving three different treatments—thiopen- 
tone or phenobarbitone, “ the latter often combined with 
bromides ”’—and that the psychiatrists undertaking the 
assessments were aware of the treatments which the 
patients were receiving, except that, at a later stage of 
the trial, in the case of 40 patients who had responded 
well to benactyzine, placebo tablets were substituted un- 
known to the patients’ nurses and the colleagues of the 
author but apparently with the knowledge of the author 
himself. In Beresford Davies’s series no control group 
was employed, and Ostenfeld’s material consists of nine 
diagnostically heterogeneous case reports without con- 
trols. The trials reported by Raymond and Lucas and 
by Seager and Leitch were both blind and also con- 
trolled in the sense that the patients were used as their 
own controls by the blind alternation of placebo and 
drug. Unless combined with independent controls this 
method has, however, the disadvantage of providing no 
information on the course of the malady in comparable 
patients who do not receive the drug being investigated. 

The method of assessment of the patient’s condition 
is not fully described in any of the papers, except that of 
Raymond and Lucas (1956). In Jensen’s series three 
general categories—“ good effect,” “moderate effect,” 
and “no effect "—are employed ; Beresford Davies simi- 
larly uses two sets of three categories—“ worse,” “ un- 
changed,” and “ improved,” and elsewhere in his paper 
“ fair,” “ good,” and “ marked” improvement. In both 
these series it appears that different psychiatrists made 
assessments on different cases. No attempt is made to 
categorize the degree of improvement shown by Osten- 
feld’s cases. 


In planning our own trial it appeared to us important 
to eliminate as many as possible of the uncontrolled 
variables which we have outlined above, or, where they 
could not be eliminated, to measure the significance of 
their effect. 


Design of Trial 

We decided to accept for the trial out-patients between 
the ages of 20 and 65 suffering from an anxiety state of 
less than four years’ duration. We excluded any patient 
whose condition merited immediate ‘treatment as an in- 
patient by reason of the severity of the anxiety, or patients 
in whom marked depressive symptoms appeared at the outset 
to be the principal feature. Three psychiatrists participated 
in the trial. Each patient was seen weekly for at least eight 
weeks by the psychiatrist who conducted the initial consulta- 
tion. At the end of the second and fifth weeks—that is, at 
the third and sixth interviews—a second psychiatrist also saw 
the patient. Four treatments—A, B, C, and D—were avail- 
able for prescription. Each psychiatrist was provided with a 
different list of these treatments arranged in random ordef, 
and the treatment prescribed for each new patient taken into 
the series by a psychiatrist was dictated by the next treat- 
ment on his random list. 

The three possible combinations of psychiatrists to under- 
take the double interviews at the end of the second and 
fifth weeks were allotted in the same way. For any indi- 
vidual patient the third and sixth interviews were con- 
ducted by the same pair of psychiatrists. The chief phar- 
macist at the hospital, without our knowledge, allotted two 
of the treatments A, B, C, and D to benactyzine tablets, 
1 mg., and the other two to placebo tablets of identical 
appearance. 

At the first interview the psychiatrist prescribed for the 
patient the next treatment code letter on his random list 
at a dosage of one tablet three times a day. During the 
first fortnight—the preliminary period—all patients received 
inert tablets. In this period the fact that the tablets were 
inert was known to the psychiatrist but not the patient. 
At the third interview the dosage of the prescription was 
changed so that during the succeeding week it rose by one 
tablet a day to a maximum dose of two tablets four times 
a day. From this interview onwards the pharmacist dis- 
pensed tablets according to his code, and it was not known 
to the psychiatrist or to the patient whether the latter was 
receiving inert or active tablets. Unless side-effects led the 
psychiatrist to decrease the dose, the patient continued to 
receive the tablets at the rate of two tablets four times a 
day until the sixth interview. At this time all tablets were 
discontinued for one week. At the end of this week the 
patient was then placed on “ known ” benactyzine prescribed 
by name and continued as an ordinary out-patient at the 
clinic. 

In summary, therefore, the trial provides a preliminary 
period of two weeks in which the patient is known to be 
on inert tablets, a test period of three weeks during which 
it is known only to the pharmacist whether the patient is 
receiving benactyzine at a dose starting with 1 mg. three 
times a day rising within five days to 2 mg. four times a 
day, and remaining at that level until the end of the 
test period, or, alternatively, is receiving the same dosage 
of inert tablets. This is followed by a withdrawal period 
of one week, after which the patient is given “known” 
benactyzine for at least two more weeks. 

The first interview, which lasted about one hour, was 
devoted to a full psychiatric examination. At the end of 
this interview an assessment of the patient’s symptoms was 
made in a manner described below. Succeeding interviews 
varied in length up to three-quarters of an hour. These 
interviews were devoted to minor psychotherapy and to an 
assessment of the extent of the patient’s symptoms during 
the preceding week. At the third and sixth interviews a 
second psychiatrist was present—the external examiner— 
who made an independent assessment of the patient's 


symptoms, 
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The psychiatrist in charge of the case was at liberty 
to prescribe a nocturnal sedative during the trial if the 
severity of the patient’s sleep disturbance made it impera- 
tive. In only one case was this found to be necessary. No 
drugs other than those under trial were prescribed by day. 
The psychiatrist was at liberty to reduce the dosage of the 
drug under trial if side-effects appeared. 


Assessment of Symptoms 


The method of assessment of the severity of the patient’s 
condition was given considerable attention. The usual 
method whereby the psychiatrist makes an intuitive global 
assessment of the patient’s improvement under such head- 
ings as “fair,” “good,” or “marked” seemed open to 
the objection that it is difficult with such assessments to 
compare with any degree of accuracy the improvement of 
the same or different patients—in addition, such judgments 
provide no qualitative information on the nature of the 
changes in symptoms which might throw light on such 
matters as general prognostic differences between anxiety 
states of varying symptomatology or on the type of symp- 
tom particularly likely to be relieved by the drug under 
study. We therefore classified all the symptoms likely to 
be found in our patients under the following headings: 
(1) anxious mood; (2) tension; (3) specific fears and 
phobias ; (4) sleep disturbance ; (5) intellectual disturbance ; 
(6) depressive features ; (7) somatic disturbances (muscular 
and sensory) ; (8) cardiovascular disturbance ; (9) respiratory 
disturbances ; (10) gastro-intestinal disturbances ; (11) genito- 
urinary disturbances ; (12) autonomic disturbances ; and (13) 
manifestations of anxiety in the behaviour at the interview. 

A gloss was prepared listing the features to be taken into 
account in making an assessment under any of these head- 
ings. At the interview we rated each of these thirteen items 
on a five-point scale as follows: 0, none; 1, mild; 2, 
moderate ; 3, severe ; 4, grossly disabling. 

This rating scale yields a variety of different types of 
information for each patient, including a “ profile” of his 
symptomatology and, by summing the ratings for all head- 
ings, a gross symptom score. 

Such in outline is the design of the trial, which provides 
the means for an intensive study of a small diagnostically 
homogeneous group of cases to elicit data relevant to many 
questions, This paper deals with one of those questions— 
namely, the comparison over a test period of three weeks 
of two groups of patients suffering from anxiety states, both 
of which received minor psychotherapy and pills: only in 
the case of one group, however, were the pills active. 

Other matters, such as the extent of agreement between 
the ratings of different psychiatrists (which proved to be 
great, r=0.89), the prognostic significance of different symp- 
tom-patterns, the response of different symptoms to the drug, 
and the effect of changes in his life situation on the patient's 
illness, will be dealt with elsewhere. 

Nevertheless a word must be said regarding the effect 
of change in the patient’s life situation. While we were 
still unaware of the coding employed for the tablets, we 
identified six cases in which it appeared to us that such a 
factor had been operative and rejected them from the series. 
In five cases there was considerable improvement (an 
average of 13 points improvement on the patient’s symptom- 
score during the trial period), which appeared to us to 
result from very favourable changes in the patient's life 
situation. In a sixth case a worsening of the patient’s life 
situation appeared to us to be associated with a slight 
worsening of his condition (two points on his total symptom- 
score). When the code was broken it was found that the 
five patients who had improved in this way had all been 
receiving inert tablets, while the patient whose condition 
had deteriorated had been receiving benactyzine. It is 
evident from this that if such factors are not taken into 
account they may considerably bias the results of drug trials 
with psychoneurotic patients. In the remainder of our cases, 


26 in all, there were, so far as we could tell, no changes 


in circumstances during treatment to which any change in 
condition could be attributed. 

To emphasize what we have said regarding the restricted 
value of global assessments of the patient’s condition, such 


as the term “ improved,” we show in columns 2 and 3 of 
Table I our results using the categories “ improved ” (mean- 
Taste I 
Our Series Davies (1956) 
Inert Benactyzine Benactyzine 
Improved 9 14 15 
Notimproved .. as 1 0 7 
2 0 0 
12 14 22 


ing a reduction in total symptom score between the first 
and second double interviews), “not improved,’ and 
“worse.” In column 4 we show the results of the 22 cases 
of “anxious neurosis” treated with benactyzine in the un- 
controlled trial reported by Beresford Davies (1956). These 
data show that, even after the rejection from our series of 
patients in whom improvement appeared to result from a 
favourable change in their life situation, three-quarters of 
the patients receiving inert tablets “ improved "—as high 
a proportion as is attributed to benactyzine in column 4. 
Although thé class frequencies in this table are too small 
to permit the use of statistical tests, the figures nevertheless 
make it appear unlikely that valid conclusions can be drawn 
regarding “improvement” in the treated groups unless the 
degree of improvement can be assessed in some way. 

The improvement of our patients who received inert 
tablets may be attributed to the benefits of minor psycho- 
therapy or the natural history of the malady, according to 
the taste of the reader; but, whatever its cause, such an 
outcome makes it evident that a drug trial in this condition 
is valueless unless it is controlled, unless the effect of change 
in the patient’s life situation is excluded, and unless it 
attempts by some means to measure the degree, scope, and 
nature of the symptomatic improvement. The total symp- 
tom-score improvement, as assessed by two psychiatrists on 
the thirteen-items rating scale, provided us with such a 
means, although the raw symptom-score might ‘be open to 
the objection that it does not differentiate between an im- 
provement in a patient displaying one symptom and a more 
widespread but more modest improvement affecting different 
symptoms. We have therefore used, in addition, an index 
of improvement based on the percentage improvement on 
the patient’s original symptom-score as assessed by the two 
psychiatrists. 

Table II shows the data obtained in this way. Columns 
1 and 2 show the initial and final symptom-scores during the 
test period of the patients who received inert tablets, and 
columns 5 and 6 give similar information for the “ benactyzine 


TasLe II 
Control Benactyzine 
>» | @ m | ® 
(2) | (5) (6) 
Initia! | Final] '™Provement | jnitial | Final 
Score Score Score Score % 
8 14 64 28 7 21 75 
27 15 12 44 14 4 10 71 
37 22 15 41 8 3 5 63 
39 25 14 36 23 12 il 48 
28 21 7 25 44 25 19 43 
«4 26 8 24 32 20 12 38 
13 il 2 15 31 20 il 36 
46 41 5 il 23 15 8 35 
22 20 2 9 42 28 14 33 
32 32 0 0 34 27 7 21 
31 34 —3 —10 61 49 12 20 
48 56 —8 -17 20 16 4 20 
41 34 i 
38 36 = § 5 
Mean 31-6 | 25-9 5-6 20-2 31-4 21-1 10-2 | 37-5 
For difference in means of improvement score, t = = 24) P=0-08. 
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cases.” Columns 3 and 7 give the net improvement for 
“control” and “ benactyzine” patients as shown by the 
difference between the initial and final scores. Columns 4 
and 8 show the improvement as a percentage of the symptom- 
score at the beginning of the test period. From this table 
it will be seen that the average degree of improvement of 
the patients who received benactyzine was greater than in 
the case of those who received inert tablets and that this 
difference can reasonably be attributed to the effect of the 
drug. 


Effect of the Drug 


The effect of benactyzine in those cases in which it is 
evident is to produce a feeling of calmness, and sometimes 
a sense of detachment from such symptoms as remain, in 
that it diminishes rumination and preoccupation. It is our 
impression that it makes some patients more accessible 
to psychotherapy. In some cases it also appeared to have 
a favourable effect on sleep disturbance without the admin- 
istration of any nocturnal sedatives. Patients responding 
to benactyzine show an improvement within a few days 
of its administration and, in most cases, a deterioration 
within a few days of its withdrawal after the comparatively 
short period of three weeks’ medication on which the trial 
was based. 

We found no toxic effects during the period under review, 
but 8 out of 14 patients receiving the drug, and 1 out of 12 
of those on the placebo, showed side-effects of the type 
reported previously (Jensen, 1955 ; Beresford Davies, 1956). 
They complained of dizziness and “muddled thinking” 
amounting in a few cases to thought-blocking. In most 
cases these symptoms were very mild; they appeared 
within 24 hours of the dosage reaching 8 mg. daily and 
disappeared equally rapidly when the dosage was reduced. 
Reduction of the dosage to 6 mg. daily was sufficient to 
abolish the side-effects in all cases except two, in which it 
was reduced to 4 mg. daily. 

During the progress of the trial we were inclined to 
suspect that an increase in depression might also be a side- 
effect of the drug. This suspicion was aroused by the fact 
that, although we had excluded at the outset patients in 
whom marked depressive symptoms were the predominant 
feature, we noticed a tendency for our ratings of depression 
in certain patients to increase during our observation of 
them. . 

The data derived from the trial enable the validity .of 
this clinical impression to be examined. The mean depres- 
sion-scores of the “inert” and “ benactyzine” groups at 
the initial interview were 2.7 and 2.6 respectively. At the 
end of the preliminary period, during which both groups 
received inert tablets, the respective mean scores were 2.2 
and 2.4. At the end of the trial period both groups had the 
same mean score of 1.8. 

It is evident, therefore, that there was a general tendency 
for the depression score to fall to the same degree regard- 
less of whether inert or benactyzine tablets were received. 
There were five patients whose course ran counter to this 
general tendency in that at some period of the trial their 
depression-score increased. Three showed such an increase 
only during the preliminary period while receiving inert 
tablets. A fourth patient showed an increase only during 
the trial period while receiving inert tablets, and a fifth 
showed an increase during the preliminary period on inert 
tablets and a further increase in the trial period on benac- 
tyzine. 

Our suspicion that an increase in depression might be a 
side-effect of benactyzine therefore proves to be without 
support, The average fall in the depression-scores of those 
who received this drug is as great as in those who did not. 
In only one patient receiving benactyzine did an increase 
in depression-scores occur, and this tendency had already 
become manifest, before he received the active drug, by a 
rise in depression-score during the preliminary period. 

The increase in the depression-scores may indicate a real 
and spontaneous increase in the severity of depressive 


symptoms, or, alternatively, it may indicate the inaccuracy 
of assessments of depression made at a single initial inter- 
view—an inaccuracy which may diminish with assessments 
repeated at weekly intervals. It may well be that in some 
cases the depressive symptoms became more severe, but that 
in others depressive features became more evident to the 
observer as anxiety symptoms diminished. We hope to deal 
with this matter more fully in another communication. 


Conclusions 


The majority of our “ placebo” patients have improved ; 
some, we suspect, by reason of a favourable change in their 
circumstances, and others, we hope, by reason of the assist- 
ance which minor psychotherapy could give to their natural 
capacity for recovery. Several of our patients showed an 
increase in depression which proved to be unrelated to 
benactyzine. 

Had our trial not been “blind” and “controlled” we 
should inevitably have attributed to benactyzine both 
favourable and unfavourable effects which, it is evidertt 
from our data, are not attributable to it; and had we not 
attempted to assess improvement in both a quantitative and 
a qualitative manner we should have failed to discern the 
favourable effects which are attributable to it. This trial 
has convinced us, firstly, of the misleading findings that may 
result from uncontrolled drug trials on psychoneurotic 
patients ; we shall in future view with increased scepticism 
conclusions drawn from such trials. Secondly, we have 
learnt that, although blind controlled trials are essential, 
they are exceedingly time-consuming, not only because of 
the amount of time that must be devoted weekly to the 
assessment of each patient’s condition, but also because a 
considerable proportion of the patients seen for an initial 
consultation with a view to inclusion in the trial failed on 
examination to meet the criteria we had laid down for 
acceptance. Even when they did meet the criteria there 
was another source of wastage—namely, their inability (by 
reason of geography or their employment situation) to 
attend the clinic weekly for at least eight weeks during 
working hours. Thirdly, we have learnt that impressionistic 
global judgments of a patient’s condition alone are of little 
value in assessing the effect upon him of a particular regime, 
and in attempting to devise a method of symptom appraisal 
in anxiety states we have been disappointed to obtain little 
help from past literature with the notable exception of a 
paper by Cameron (1944). Fourthly, we have been reassured 
to discover that, with respect to assessment of anxiety 
states made in the manner we have described, doctors do 
not differ significantly, at least so far as we three are con- 
cerned. And, finally, we have found that, on the average, 
patients who received benactyzine in this trial showed a 
greater degree of improvement than those who did not. 


Summary 


Thirty-two out-patients suffering from anxiety states 
have received either benactyzine or an inert substance in 
a double blind controlled trial. 

The majority showed “improvement.” Six cases in 
which a change in symptoms appeared to us to result 
from a change in the patient’s circumstances were dis- 
carded from the series. 

Among the remaining 26 patients the extent of the 
average degree of improvement as assessed by two in- 
dependent psychiatrists using a rating scale was greater 
in the case of the group of patients that received benac- 
tyzine than in the control group (P=0.08-0.06). 

More than half the patients receiving benactyzine, 
8 mg. a day, complained of side-effects, usually of mild 
degree, which disappeared when the dose was reduced. 

An increase in depression occurring in five patients 
was not due to benactyzine. 
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Double blind controlled trials and improved methods 
of assessment of the patient’s condition are very time- 
consuming ; they are nevertheless essential in studying 
the effects of drugs on psychiatric patients in order to 
circumvent the capacity for unwitting self-deception 
which both psychiatrists and their patients display. 


We thank Mr. N. W. Blacow, chief pharmacist of the General 
Infirmary at Leeds, for supervising the coding and dispensing 
of the substances under trial; and Glaxo Laboratories Ltd. for 
the gift of “ suavitil” brand benactyzine and the matched inert 
tablets used in the trial. 


REFERENCES 


Cameron, D. E. (1944). Amer. J. Psychiat., 101, 36. 

Davies, E. B. (1956). British Medical Journal, 1, 480. 

Jacobsen, E., Kealet, H., Larsen, V., Munkvad, I., and Skinhoj, K. (1955). 
Acta psychiat. neurol. scand., W, 627. 

—— and Skaarup, Y. (1955a). Acta pharmacol. (Kbh.), 11, 117. 

—- —— (1955b). Ibid., 11, 125. 

—— and Sonne, E. (1955). Ibid., 11, 135. 

Jensen, O. @. (1955). Dan. med. Bull., 2, 140. 

Ostenfeid, I. (1955). Nord. Med., 54, 1523. 

Raymond, M. J., and Lucas, C. J. (1956). British Medical Journal, 1, 952. 

Seager, C. P., and Leitch, A. (1956). Ibid., 2, 1407. 


ANTILIPAEMIC AGENT WITHOUT 
ANTICOAGULANT ACTION 
BY 
E. M. M. BESTERMAN, M.D., M.R.C.P. 
AND 


JOHN EVANS, M.D., D.Phil. 
Institute of Cardiology, London 


There is now ample evidence that heparin influences the 
transport or metabolism of fats in man. When injected 
after a fatty meal it accelerates the disappearance of 
visible lipaemia (Anderson and Fawcett, 1950; Oliver 
and Boyd, 1953). Following heparin administration, 
analysis of serum lipoproteins by the ultracentrifuge 
shows a redistribution of the low-density fractions with 
reduction of the Sf 12-20 and increase of the Sf 6-12 
group (Graham ef al., 1951). In 1953 Nikkilé reported 
comparable changes in the electrophoretic pattern of 
serum lipids after heparin, with diminution of the beta- 
and increase of the alpha-lipoproteins. However, this 
quantitative change in the electrophoretic pattern has not 
been found by all observers. The most constant change 
is an increase in mobility of both beta- and alpha- 
lipoproteins with an absolute decrease of the neutral fats 
and apparent diminution of the beta-lipoprotein (Herbst 
et al., 1955; Kuo et al., 1955; Besterman, 1957). 

Thus heparin tends to rectify the abnormal lipaemia 
and Sf distribution associated with atheroma. There is 
as yet no convincing proof that human atherosclerosis 
will regress with heparin therapy, and to obtain such 
evidence a prolonged course of treatment would be 
required. Daily intravenous injection is impracticable, 
and the anticoagulant action of heparin makes repeated 
subcutaneous or intramuscular therapy hazardous. 

To overcome this difficulty a substance is required 
which retains the antilipaemic properties of heparin but 
has no anticoagulant action. Constantinides et al. (1954) 
reported that certain sulphated polysaccharides with 
negligible anticoagulant action would clear turbid serum 
in rats, thereby establishing that the antilipaemic and 
anticoagulant effects were independent properties. Sub- 
sequently at the Institute of Seaweed Research Black and 


Dewar (1954) showed that laminarin, a relatively homo- 
geneous polysaccharide from the seaweed Laminaria 
cloustoni, could be sulphated to varying degrees. The 
highly sulphated compounds have an anticoagulant 
action, whereas the laminarins with few sulphate groups 
have little or no effect on blood-clotting. The object of 
the present study was to determine whether either of 
two lower-sulphated polysaccharides exhibited anti- 
lipaemic properties similar to those of heparin as 
judged by their effect on the electrophoretic pattern of 
the serum lipoproteins. 


Method 


The preparations used in this study were two samples of 
laminarin sulphate, M and N, with a low sulphate content— 
namely, 0.62 and 0.37 sulphate groups per glucose unit 
respectively. The anticoagulant activities of these prepara- 
tions as tested in vitro were 1.4 and less than 1.3 inter- 
national units per mg. respectively. Previous work had 
shown that laminarin sulphate M and N had very low acute 
toxicities in mice and guinea-pigs, in contrast to laminarin 
sulphate K, a preparation with high sulphate content which 
has been shown to be very toxic to guinea-pigs (Adams and 
Thorpe, 1957). Toxicity data are shown in the Table. 


Acute Intravenous Toxicities of Laminarin Sulphates to Mice and 


Guinea-pigs 
Animal Substance Deaths 
Laminarin sulphate K { — oe 
” M 4,000 2/12 
Mice 2,800 19 
” N 3,600 1'5 
4,000 58 
Heparin (100 1.U. mg.) 1,500 2/10 
2,500 5/5 
Laminarin sul shate K { 
Guinea-pigs M 200 0/5 
N 200 0/5 
Heparin (100 I.U. mg.) 250 0/5 


These compounds, comparable to heparin in their low acute 
toxicity, were considered to be suitable for short-term clinical 
investigations. 

Twelve patients with ischaemic heart disease were given 
an intravenous injection of 10,000 units of heparin, and in 11 
the electrophoretic pattern of the serum lipids was signifi- 
cantly altered. Only these 11 patients were subjected to 
further study. Nine of these patients subsequently received 
a single intravenous injection of 100 mg. of Jaminarin sul- 
phate; six were given laminarin sulphate M and three 
laminarin sulphate N. The remaining two patients were 
given 100 mg. of laminarin sulphate M by intramuscular 
injection. 

Samples of venous blood were taken from each patient 
before and at varying times from 10 minutes to 24 hours 
after injection. Paper electrophoresis of the serum was 
carried out as described by Dangerfield and Smith (1955). 
Each strip of filter-paper was divided longitudinally, half 
being stained for proteins with “light green” and half for 
lipids with “ Sudan black B.” 

Two of the patients who received laminarin sulphate M 
had been given a fatty meal four hours before the intra- 
venous injection. The visible turbidity of the serum and the 
electrophoretic pattern of the lipids were observed. To 
determine whether laminarin sulphate M or N altered the 


> turbidity or electrophoretic pattern of the serum in vitro, 1 ml. 


of lipaemic serum was incubated at 37° C for one hour with 
1 mg. of each of the polysaccharides. 

The clotting-time of whole blood was estimated by the 
method of Lee and White before and after injection in five 
patients who received laminarin sulphate M and in two who 
received laminarin sulphate N. 
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Observations 


Heparin.—The alterations in the electrophoretic pattern of 
the serum lipids after heparin consisted of increased mobility 
of the beta-lipoproteins and less consistently of the alpha- 
lipoproteins, reduced intensity of staining of the beta-lipo- 
proteins, and clearing of the neutral fat zone (Fig. 1). 
Changes of variable degree were noted in 11 of the 12 
patients. They were fully developed within 10 minutes of 
the injection and persisted for 6 to 24 hours. The serum 
proteins were unchanged after heparin save for the appear- 
ance of a band ahead of the albumin corresponding in 
position to the alpha-lipoproteins. 

Laminarin Sulphate M.—After an intravenous injection 
of laminarin sulphate M in six patients, the electrophoretic 
pattern in all cases showed similar changes to those observed 
following intravenous heparin (Figs. 2 and 4). Increased 
mobility of the beta-lipoproteins and, to a lesser extent, of the 
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Fic. 1.—Electrophoretic pattern of serum proteins and _ lipids 
before and at varying times after an intravenous injection of 
10,000 units heparin. NF=neutral fat; a-L=a-lipoprotein; 
8-L=f-lipoprotein; A=albumin; a@,=a,-globulin; 8=8-globu- 
lin. y=y-globulin. Arrow marks, point of application of serum. 
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Fic. 2.—Electrophoretic pattern of serum proteins and _ lipids 
before and at varying times after an_intravenous injection of 
100 mg. of laminarin sulphate M. (For symbols see Fig. 1.) 


alpha-lipoproteins, was noted in each case. The beta-lipopro- 
tein band was decreased and the neutral fat zone, when 
present, was cleared. As with heparin, the magnitude of the 
changes varied from patient to patient. These effects were 
most marked in the serum taken 10 minutes after injection 
and tended to disappear within four to six hours. The serum 
proteins appeared unchanged. Once again a band beyond 
the albumin fraction was seen in cases with greatly increased 
migration of the alpha-lipoproteins (Fig. 4). The distribu- 
tion and mobility of the lipoproteins was not significantly 
altered in either of these patients, who received 100 mg. of 
laminarin sulphate M by intramuscular injection. No dis- 
comfort was noted locally at the site of injection. The 
clotting-time of whole blood was slightly prolonged after 
intravenous laminarin sulphate M in each of the five patients 
in whom it was measured. The maximum increase was from 
9 minutes before injection to 13 minutes after injection. The 
visible turbidity of the serum was reduced in both patients 


given laminarin sulphate M after a fatty meal (Fig. 3). 
These observations were confirmed on _ electrophoresis 
(Fig. 4). The sample taken 10 minutes after injection showed 
clearing of the heavy zone of neutral fat in addition to 
marked changes in the lipoproteins. Within four hours 
neutral fat had reaccumulated and the lipoproteins had 
reverted to the control pattern. 

Laminarin Sulphate N.—No changes were observed in the 
electrophoretic pattern of the serum lipoproteins in any of 
the three patients given an intravenous injection of lami- 
narin sulphate N (Fig. 5). The clotting-time of whole blood 
was not prolonged in either of the patients in whom it was 
measured. 


‘ 

: i 


CONTROL 10 MIN. 30 MIN. 4 HR. 


Fic. 3.—Visible turbidity of serum following a fatty meal, betore 
and at varying times after an intravenous injection of io0 mg. 
of laminarin sulphate M. 
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Fic. 4.—Electrophoretic pattern of serum proteins and lipids be- 

fore and at varying times after an intravenous injection of 

100 mg. of laminarin sulphate M in a patient who had been given 
a fatty meal. (For symbols see Fig. 1.) 
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Fic. $.—Electrophoretic pattern of serum proteins and_ lipids 
before and at varying times after an intravenous injection of 
100 mg. laminarin sulphate N. (For symbols see Fig. 1) 
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In-Vitro Studies—The addition of either laminarin 
sulphate M or N in vitro to lipaemic serum caused neither 
visible clearing of the serum nor any significant alteration 
in the electrophoretic distribution of neutral fats and 
lipoproteins. 

Discussion 


As only small amounts of the two laminarins were avail- 
able for clinical trial, it was particularly useful that laminarin 
sulphate N proved to be inert and thus acted as a control 
for the positive findings following injection of laminarin 
sulphate M. 

A single intravenous injection of the lower-sulphated 
polysaccharide lam’ rin sulphate M cleared lipaemic serum, 
increased the electrophoretic mobility of lipoproteins, and 
altered the distribution of lipoproteins in the same way as 
heparin. The changes could be demonstrated almost 
immediately after injection, and persisted for four to six 
hours. They were not reproduced ty the addition of 
laminarin sulphate M to serum in vitro. It is evident, 
therefore, that the antilipaemic properties of laminarin 
sulphate M closely parallel those of heparin, except for the 
shorter duration of action of the dose used in this study. On 
the other hand, laminarin sulphate N, a closely related 
polysaccharide, showed no demonstrable effect on the electro- 
phoretic mobility or distribution of lipoproteins. 

No effect was noted when 100 mg. of laminarin sulphate 
M was injected intramuscularly. It is possible, however, 
that with larger doses changes may be seen following both 
intramuscular and subcutanous injections, and that the 
duration of the changes will be prolonged by slow release 
from the tissues at the site of injection. No local reaction 
resulted from intramuscular injection of the polysaccharide, 
and no reactions were observed in any patient following 
intravenous laminarin. 

Since laminarin sulphate M possesses the antilipaemic 
properties of heparin without the hazards of its anticoagu- 
lant action, jt would appear to be a suitable substance with 
which to study the effect of prolonged administration of 
“ lipaemia-clearing” substances on the course of athero- 
sclerosis in man. Following the completion of chronic 
toxicity trials in animals and further information on the 
optimal dose and most convenient method of administra- 
tion, a long-term investigation of patients with ischaemic 
heart disease will be undertaken. 


Conclusion 


A lower-sulphated polysaccharide of laminarin is described 
that has antilipaemic properties similar to those of heparin 
without significant anticoagulant activity. It would appear 
to be a suitable agent to assess the effect of “ lipaemia- 
clearing * substances on the course of atherosclerosis in man. 


We are indebted to Dr. Woodward and his staff at the Instj- 
tute of Seaweed Research for advice and supplies of laminarin 
sulphate, and to the Research Department of Boots Pure Drug 
Company Ltd. for carrying out toxicity trials and the preparation 
of the material for clinical use. We would in particular like to 
acknowledge the co-operation and assistance of Drs. E. V. B. 
Morton, Cobb, and Adams, of Boots. Dr. Paul Wood, Director 
of the Institute of Cardiology, has throughout provided us with 
invaluable advice and encouragement, and we are grateful to him 
and to the other physicians of the National Heart Hospital for 
their kind co-operation. For untiring technical assistance we are 
indebted to Miss B. Hall 
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DIFFUSION OF RADIOACTIVE SODIUM 
IN NORMOTENSIVE 
AND PRE-ECLAMPTIC PREGNANCIES 
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of Radiotherapy, Royal Victoria Infirmary, Newcastle 
upon Tyne 


The diminished placental transfer of radioactive sodium 
which is known to occur in pre-eclampsia (Browne and 
Veall, 1953; Cox and Chalmers, 1953; Johnson and 
Clayton, 1955 ; Clayton et al., 1956) may be due either 
to a change within the placenta itself or to a reduction 
in its blood supply from the uterine decidua. This latter 
possibility has been investigated by Morris et al. (1955), 
who developed a simple method for measuring the effec- 
tive blood flow in the pregnant uterus. It is based on a 
determination of the clearance rate of radioactive sodium 
ions following their injection into the anterior wall of 
the uterus in the final stages of pregnancy. 

It is claimed that the physiological half-life of the 
injected radiosodium is almost constant in normotensive 
subjects, whereas in patients suffering from pre- 
eclampsia there is a very significant reduction in the 
clearance rate of the isotope. The actual values recorded 
are dependent upon the clinical severity of the condition 
as judged by the magnitude of the maternal diastolic 
blood pressure. 

The significance of these results in relation to the 
possible use of the method in the identification of pre- 
eclampsia, and to a better understanding of this syn- 
drome, is clear. 

We have made similar investigations and have 
measured the radiosodium clearance rates in normoten- 
sive patients, pre-eclamptics, and a group under treat- 
ment with a hypotensive drug. 


Method 
(a) Uterine Muscle 


Twenty microcuries of **NaCl contained in exactly 0.4 ml. 
of isotonic saline is injected into the antero-lateral aspect of 
the pregnant uterus between the 34th and 43rd weeks of 
pregnancy, in the manner described by Morris et al. (1955). 

The abdominal skin in the region of McBurney’s point is 
infiltrated with a small quantity of 1% procaine, and a 
hypodermic needle 2 in. (5 cm.) long is introduced into the 
subjacent myometrium. Localization within the uterine 
wall is confirmed by asking the patient to inspire, when the 
needle mount is depressed downwards as the abdominal 
wall slides over the uterus. Subsequent aspiration with a 
sterile syringe confirms that the needle point has not punc- 
tured the amniotic sac or a large vessel. Experience shows 
that very careful attention to these details of technique is 
essential. 

After injecting the radiosodium, a gamma-ray G.—M. 


“counter, with the end window screened, held in a delicately 


balanced support, is located over the injection site. It is 
kept in position with a thin strip of adhesive plaster. 
Pressure of only a few grammes is exerted on the skin, 
and the balancing mechanism enables the counter to ride 
any abdominal movement which may take place, so that 
a constant relationship with the injected site is maintained. 
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The observed counting rates were recorded at half-minute 
intervals, using a counting rate meter. The radioactivity is 
expressed in counts per second, and where necessary the 
final value is corrected for a simultaneous increase in back- 
ground radiation due to systemic absorption of radiosodium 
from the injected site. 

The reaction time of hydrallazine hydrochloride (“ apreso- 
line”) in relation to radiosodium clearance in the uterine 
muscle was also investigated in three cases. Each patient 
had severe pre-eclampsia. A radiosodium-clearance curve 
was started, and as soon as the slope of the curve had been 
established the first treatment with hydrallazine hydro- 
cnloride was begun : 20 mg. of the drug was injected intra- 
venously. Observations were continuous and the usual cor- 
rections were made. In order to extend the record for as 
long a period as possible a larger dose of radiosodium 
(35 we.) was given in these cases. A result typical of the 
three cases is seen in the Chart. 


2-0 
1-8 
om 
w 
a 
O68 
z HYDRALLAZINE 
Eon HYDROCHLORIDE 
20 mg. 
Vv 
2 
T-6 
T-2 
To 
4 6 8 10 12 4 % 18 20 22 24 2% 28 30 32 
TIME INTERVAL AFTER RADIOSODIUM INJECTED (IN MINS.) 


The action of hydrallazine hydrochloride in increasing radiosodium 

clearance from an injected site in uterine muscle is seen in 

Curve A to be significant at approximately 15 minutes after its 

first injection. Curve B is typical of the 11 cases of untreated 

severe pre-eclampsia and shows a physiological half-life similar 

to that of Curve A before the injection hydrallazine 
hydrochloride. 


(b) Gastrocnemius Muscle 
. Similar observations have been made over the fleshy 
portion of the medial head of the gastrocnemius muscle, 
after intramuscular injection of the same volume and 
activity of saline as in the uterine muscle experiments, The 
results obtained in the two series of patients are recorded 


below. 
Material 


The above-mentioned studies were carried out on 55 
patients between the 34th and 4Iist weeks of pregnancy. 
Thirty-eight separate observations were made in the plain 
muscle of the uterus and 17 in the striped gastrocnemius 
muscle of the calf. 

The patients in these two groups were further subdivided 
into normotensives, mild pre-eclamptics, and severe pre- 


Taste I—Numbers of Cases Studied 


Uterine Muscle Gastrocnemius 


eclamptics, depending on the magnitude of the maternal 
diastolic blood pressure at the time of experiment (Table JD). . 
We have accepted the same standards as Morris et al. (1955), 
and patients with pre-existing essential hypertension were 
carefully excluded from the study. 

An additional group of patients who were receiving inter- 
mittent doses of hydrallazine hydrochloride to control the 
severe hypertension of pre-eclampsia were also included in 


this study. 
Results 


The clearance rates observed in uterine and gastrocnemius 
muscle are set out in Tables II and III. Values are ex- 
pressed in terms of the physiological “half-life” of the 
sodium—that is, the time required for half the injected 
radiosodium to diffuse from the injection site. 


TaBLe IIl.—Clearance Rate of Radiosodium from Uterine Muscle 


Clearance | Muscle Clearance 
Normotensive = an i 14 6 
Mild pre-eclampsia (diastolic B.P. 
85-95 mm. Hg) 8 5 
Severe pre-eclampsi di li ‘ 


B.P. exceeding 95 mm. Hg) .. il 


Severe pre-eclampsia under treat- | 
ment with hydrallazine hydro- 


Mean 
Standard Standard 
Type of No. of [Physiological Deviation E of 
Experiments alf-life 
(mins.) (mins.) Mean 
Normotensive 14 (20) 4-7 (4-1) A118 adie 
Mild pre-eclampsia 8 (10) 8-14 (7-7) 43-83 
Severe pre-eclampsia} (8) 11-6 (15-3) +3-60 
Severe pre-eclampsia 
treated with hyd- 
rallazine hydro- 
chloride. . 5 45 +2-72 +1-21 


Values reported by Morris ef al. (1953) are given in parentheses. 
Taste III.—Clearance Rates Radiosodium from Gastrocnemius . 


uscle 
Mean 
4 Standard Standard 
Type of No. of Physiolog Deviation Error of 
Experi: ts Half-life 
(mins. Mean 
§ | | | 
ild p ja . 
Severe to 6 249 +7-25 1-2 
Discussion 


The close correlation which has been found to exist be- 
tween the magnitude of the diastolic blood pressure in pre- 
eclampsia and the clearance rate of radiosodium in uterine 
muscle is in sharp contrast to the results obtained with 
gastrocnemius muscle, where no significant correlation was 
observed. The reason for this is not clear, and we have 
not yet made any investigation beyond that reported, but 
it is possible that the very different histological texture of 
the muscle is an important factor. At the moment, how- 
ever, the lack of any observed correlation in the gastro- 
cnemius muscle seems to be of doubtful importance in 
diagnosing or understanding the pre-eclamptic condition. 

The very significant decrease in radiosodium clearance 
rate which is seen to occur in uterine muscle in pre- 
eclampsia can be compared with the similar decrease in 
radiosodium clearance from an injected site in the placenta 
and also with the reduction in placental transfer rate of the 
same isotope in the same condition (Cox and Chalmers, 
1953; Johnson and Clayton, 1955; Clayton ef al., 1956). 

If it is generally accepted that the rate of radiosodium 
clearance from tissues is a measure of the efficacy of the 
blood supply (Kety, 1949; Braithwaite e¢ al., 1954), then it 
may well be that all these obsérvations are an indication 
of a reduced maternal blood supply to the uterine decidua. 
If this is so then it is interesting to speculate on the precise 
environment which prevails in the uterine muscle to cause 
this reduction, and with the evidence available it is possible 
to suggest some theory for this mechanism. 

Since the radiosodium is injected between the.cells and 
in between the capillaries, the reduced clearance rate must 
be due to a reduction in the diameter of the open capil- 
laries, a reduction in the number of open capillaries, or a 
change in the nature of the capillary endothelium itself. 
The first two alternatives would have the effect of reducing 
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the total quantity of blood passing through unit cross- 
sectional area of muscle in unit time. The third possibility 
—that is, that a reduction in radiosodium clearance rate can 
also be brought about by a change in the diffusing proper- 
ties of the capillary endothelium—would result from direct 
biochemical or toxic activity on the capillary endothelium 
and would have no effect on blood flow. This latter corre- 
sponds to a change in the value of “K,” the diffusion 


ds 
constant, in.the equation y K.A. (S-S,) (Fulton, 1949). 


The first two postulates correspond to a change in “ A,” 
the total surface area of capillary available to transfer the 
sodium ion. §S and §; are the radiosodium concentrations 
inside and outside the capillaries. 

This postulate of the change in the nature of the capil- 
lary bed of the uterus in pre-eclampsia is consistent with 
the observed change in placental transfer in this condition, 
for the interchange of electrolytes between mother and 
foetus depends upon the vascularity of the uterine muscle 
which supplies the decidua. Furthermore, this capillary 
injury is not inconsistent with maternal hypertension. In 
this case the hypertension might be thought of as a con- 
sequence of changes in the resistance offered by the capil- 
lary bed to the blood flow, and hence of a subsidiary 
development in the main syndrome. In this event, however, 
it is not clear why this change in resistance should be 
confined to the uterus, for the results obtained with the 
gastrocnemius muscle do not reflect this same change in 
capillary condition, and blood-flow measurements in several 
other structures seem to be unaltered in mild pre-eclampsia 
(Kellar, 1955). 

It is possible, however, that similar changes in the capil- 
lary bed are taking place in the gastrocnemius and other 
structures, but an increased clearance rate of radio-sodium 
in mild pre-eclampsia is not reflected by this method because 
of the different texture of the muscle. 

It is reasonable to expect, however, that in advanced 
eclampsia with widespread oedema a generalized change in 
the capillary bed might have been observed, but we have 
had no opportunity of studying this condition. 

It may be, of course, that the whole of the decrease in 
radiosodium clearance is due to biochemical changes within 
the myometrium. These may either act directly upon the 
capillary endothelium or they may be a result of the in- 
direct effect of adrenocortical activity (Venning ef al., 1954) 
which is known to occur in pre-eclampsia and which in- 
creases the quantity of extracellular sodium ions causing 
oedema. The increased intercapillary distances in this latter 
condition have the effect of reducing the number of capil- 
laries passing through the volume occupied by the injected 
sodium, and hence are likely to be a contributory factor 
in determining the clearance rate. Neither the direct nor 
the indirect of these two hypotheses, however, seems to 
explain the correlation between uterine muscle clearance and 
placental transfer rate, or suggest a cause for hypertension. 
It may be that these intrinsic alterations in the capillary 
bed are also present in the chemoreceptor organs in the 
carotid body, which are intimately concerned in the vaso- 
motor control of blood pressure. These structures are well 
known to be sensitive to local alteration in electrolyte 
balance and lowered oxygen tension, and capillary injury of 
the type envisaged may have an adverse effect on this 
mechanism, with resultant hypertension. 

It is felt, therefore, that although the biochemical changes 
may be contributory to a reduced radiosodium clearance 
rate they do not fully explain them in the way described 
above. It is realized, however, that they could be the con- 
trolling influence on the change in the nature of the capil- 
lary bed in pre-eclampsia. 

The effect of hydrallazine hydrochloride can be seen from 
the studies of radiosodium clearance (Table III and the 
Chart). It is clear that in the patients who were under 
treatment with this drug and who were suffering from severe 
pre-eclampsia there was a very significant increase in the 
tadiosodium-clearance rate, which may be interpreted as 
an improvement in myometrial blood flow. 


When hydrallazine hydrochloride was first started whilst 
observation of radiosodium clearance was being made, a 
gradual increase in the clearance rate was noted. This 
became significant after about 15 minutes, and is in accord- 
ance with the findings of other workers who have measured 
similar effects upon the cerebral and renal circulations 
(McCall, 1953 ; Kaplan and Assali, 1953). 

These latter observations add further evidence to the 
theory that a change in the nature of the capillary bed is 
one of the observable features of pre-eclampsia. The action 
of hydrallazine hydrochloride in improving the blood flow 
gives a rationale to its observed therapeutic value in the 
management of this disease, although it should be under- 
stood that if permanent placental injury from pre-existing 
pre-eclampsia has occurred the use of vasodilator drugs is 
unlikely to be of value in restoring placental function. 

It should be emphasized that the only direct measure of 
the consequences to the foetus of pre-eclampsia must be by 
observations on the foetus itself (Clayton et al., 1956), or 
by measurement of the utero-placental exchange of nutrients 
and metabolites: a study of decidual blood flow is not 
necessarily a direct indication of placental function. 


Summary 

A study of the effective blood flow in the capillary 
bed of the full-term pregnant uterus in normotensive 
and pre-eclamptic patients has been made by investi- 
gating the clearance rates of isotonic saline containing 
sodium-24 after injection into the myometrium. 

A constant clearance rate of radiosodium in normo- 
tensive patients was found to be significantly reduced 
in patients suffering from pre-eclampsia in proportion 
to the severity of the disease. We failed to demonstrate 
a similar correlation in the capillary bed of striped 
muscle. 

The changes in the nature of the capillary bed which 
condition these observations and their relation to some 
features of hypertension are considered. It is postulated 
that a similar alteration in the capillary endothelium of 
the carotid bodies might be an aetiological factor in the 
onset of material hypertension in pre-eclampsia. 

Hydrallazine hydrochloride (“ apresoline adminis- 
tered to pre-eclamptic mothers by the intravenous route 
was found to restore the reduced myometrial capillary 
blood flow of this condition, the drug being therapeutic- 
ally active in approximately 15 minutes from the time 
of its administration. These findings are in accordance 
with those previously observed in the cerebrum and 
kidney. 


We gratefully acknowledge the continued support of Professor 
Harvey Evers, Dr. F. T. Farmer, Mr. C. J. L. Thurgar, and all the 
patients who willingly co-operated after being told of the research 
nature of the work. The investigations were made possible by 
a research grant from the Newcastle upon Tyne Regional Hospital 
Board. We are pleased to record that the supplies of apresoline 
used in this study were donated by Ciba Laboratories Limited. 
We also acknowledge the co-operation of our technical assistant, 
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Haemolytic anaemia in the newborn is usually due to 
the transfer of antibodies from the maternal to the foetal 
circulation (haemolytic disease of the newborn), but such 
an anaemia may also be the result of an inherent defect, 
such as congenital spherocytosis. A further haemolytic 
anaemia occurring in premature infants was reported by 
Gasser and Karrer (1948) and Gasser (1951, 1953). They 
described the clinical appearances and haematological 
findings in 14 infants with this condition, which they 
called the “ spontaneous” Heinz-body anaemia. 

The children developed jaundice in the first few days 
of life, usually between the first and fifth days. 
Anaemia appeared as the jaundice faded, commonly 
during the third week. The general condition of the 
infants deteriorated ; they became pale, refused feeds, 
and were drowsy. At no time could the spleen be felt. 
Examination of the blood before the development of the 
anaemia showed the presence of Heinz bodies in 9-45 % 
of the red cells. There were many distorted, disintegrat- 
ing red cells when the anaemia was severest. 

Heinz bodies are intracellular inclusions in the red 
cells which stain by various supravital dyes, but not by 
Romanowsky stains. They are thought to be particles 
of denatured haemoglobin. They occur in man as a 
result of poisoning with a variety of chemicals, but no 
such cause could be found in the mothers before or after 
birth or in the infants. 

In the present paper, two unusual cases of Heinz-body 
anaemia are reported ; one patient was a normal full- 
term infant and the other was not jaundiced at any time 
during the illness. 

Methods.—Haemoglobin estimations were carried out 
by the oxyhaemoglobin method, using a photoelectric 
absorptiometer. Red- and white-cell counts were done 
in a Burker counting chamber. Reticulocytes and Heinz 
bodies were counted in brilliant cresyl-blue and Nile- 
blue dry preparations, and the effect of counterstaining 
with Romanowsky dyes was observed after previous fix- 
ation with ethanol. Differential counts were carried out 
on blood smears stained with May—Griinwald—Giemsa 
and on bone-marrow smears stained with N.R.G. (Gurr). 
The osmotic fragility of the red cells was determined 
both before and after incubation (Varadi, 1951), using 
the method of Parpart et al. (1947). 


Case 1 


The patient was a full-term male infant, one of non- 
identical twins, normal delivery, whose birth weight was 
3,370 g. (7 lb. 7 oz.). During pregnancy the mother was 
found to be hypertensive ; she had ankle-swelling and was 
anaemic but not jaundiced, and she had had no known con- 
tact with any case of hepatitis. The infant fed poorly from 
birth and the mother noticed that the baby was jaundiced 
when he was two weeks old. The twin sister was perfectly 


well. The child’s motions were loose but not pale. As the 
jaundice persisted, he was admitted to hospital on October 
25, 1954; he was then 3 weeks old. 

On examination he was seen to be very jaundiced, quite 
active, and crying normally. The liver could be felt one 
fingerbreadth below the right costal margin; the spleen 
could not be felt ; the stools were not pale. No abnormality 
was found in the cardiovascular, respiratory, and central 


TaBLe I.—Results of Peripheral Blood Examinations in Case | 


Hb 
R.B.C.} Retic.| Nucl. Plate- 
Date % || R.B.C.| W-BC 

Oct. 26 | 68] 1-82 8-6 Nor- | Numerous distorted 
mal red cells and a few 
microspherocytes. 
Heinz bodizs + + + 
27 | 62 19-4 | 2 Morphol as on 
1 Oct. Heinz 
W.B.C. bodies in 31% of 

R.B.C.s 


28 | 44) 1-48 | 23-4 16,200 Heinz bodies fewer. 
Polychromasia 

more marked 
29 45 Morphology reverting 
to normal. Heinz 
bodies very sparse 


Nov. 2 | 14-5 5-2 
» 1-8 
» 9113-3 
» 124126 
» 16/136] 43 | <1 
ied 
+ 60 RETICULOCYTES 
= HEINZ-B800Y R&C 
= JAUNO/CE 
/ 28 35 42 


2 
AGE IN DAYS 
Fic. 1.—Case 1. 


Results of peripheral blood examination. 


Fic. 2.—Case 1. Showing numerous distorted red cells and a 
few spherocytes. (x 1,200.) 
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nervous systems. The following diagnoses were considered 
possible: (1) acholuric jaundice, (2) infection, and (3) haemo- 
lytic disease. The following haematological examinations 
were carried out. 

Peripheral Blood (Table 1, Fig. 1).—This showed the 
presence of a severe haemolytic anaemia; many distorted 
red cells and a few spherocytes were present (Fig. 2); 
nearly one-third of the red cells contained Heinz bodies 


Fic. 3.—Case 1. 


Heinz bodies in nearly one-third of red cells. 
(x 900.) 


TasLe II,—Results of Tibial Puncture in Case 1 


Neutrophils: 
Segmented 
Band .. 


Normoblasts : 
Orthochromatic 
Late polychromatic 
Polychromatic . . 

in mitosis 
Basophilic 

Proerythroblasts . . 

Haemocytoblasts 

Megakaryocytes 

Reticulum cells .. 

L.: E. ratio, 0-22: 1 

Marrow cellular 


Metamyelocyte 
Myelocyte 
Promyelocyte 
Eosinophils : 
Segmented .. 
Metamyelocyte 
Myeloblasts 
Lymphocytes 
onocytes 
Promonocytes .. 


(Fig. 3). In the next two days the haemoglobin fell rapidly, 
numerous nucleated red cells appeared, and reticulocytes 
increased. 

Tibial Puncture on October 29 (Table II) showed an 
extremely active erythropoiesis with an increased propor- 
tion of early cells, findings consistent with haemolytic 
anaemia, 

Osmotic Fragility Test-—This gave a curve with a sonte- 
what wide span. This was due mainly to a “ mode” in the 
range of the higher 
saline concentra- 
tions (Fig. 4). The 
mean corpuscular 
fragility was nor- 
mal and did not 
show a pathvlogi- 
cal increase after 
24 hours’ incuba- 
tion at 20° C. The 
tail of the curve, 
however, showed a 
marked shift to the 
right, 
doubt, by the fur- 
ther deterioration 
of the inferior dis- 
torted red-cell 
population on 
standing. 


wow 


PERCENT 


PER CENT SALINE 


4.Case J. Osmotic fragility curve 

in buffered solutions before (continuous 

line) and after 24 hours’ incubation 
(broken line) at 20° C. 


Autohaemolysis.—There was a marked haemolysis in the 
defibrinated blood sample after 24 hours’ incubation «: 
37° C., weaker at 4° C. 

Urobilin was strongly positive in the urine (October 27): 
bilirubin was negative. Serum bilirubin (October 28) was |; 
mg. per 100 ml.; direct van den Bergh reaction negativ: 
Direct Coombs test on the child’s red cells was negative. 
Both child and mother were group O, Rh negative, and no 
incompatibility could be demonstrated between the mother’s 
serum and the infant’s red cells by the saline, albumin, or 
anti-human-globulin methods. The infant’s serum did not 
contain abnormal cold or warm agglutinins or haemolysins 
Wassermann reaction and Kahn test were negative. No 
pathogens were isolated from the faeces. 

The child was transfused with 120 ml. of packed cells on 
October 29: the jaundice rapidly disappeared and was hardly 
noticeable after two days. The patient’s condition remained 
good, he was gaining weight, and the motions were only 
slightly more watery than expected at his age. He was 
discharged on November 18. 


Case 2 


This patient was a 30-weeks, premature female infant ; 
birth weight 970 g. (2 lb. 2 oz.). The mother’s health during 
pregnancy was good and the delivery was normal. The 


Taste Il].—Results of Haematological Examination in Case 2 


Notes 


red cells. Imma- 
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general condition at birth was good, and the child appeared to 
thrive until on the 13th day a soft swelling developed in the 
left buttock. This swelling increased gradually in size. On 
the 17th day it discharged spontaneously a few drops of pus 
and the abscess was incised three days later. About this time 
the child was noticed to look pale. Haematological exami- 
nation (19th day) disclosed a severe anaemia (Table III, Fig. 
5), with Heinz bodies (Fig. 6) and numerous distorted red 
cells. 

The infant’s general condition continued to deteriorate 
and she became drowsy and very pale. The haemoglobin 
fell to 4 g./100 ml. on the 25th day. The following day the 
patient was given a transfusion of 45 ml. of packed cells 
with very good effect clinically and haematologically. 
Although the haemoglobin decreased gradually during the 
next fortnight, 
Heinz-body forma- 
tion ceased and 
haemolytic forms 
of red cells rapidly 
disappeared. The 
abscess healed. The 
child kept her feeds 
satisfactorily. She 
was never icteric 
and the spleen was 
not felt. She re- 
ceived no drugs. 

Haematological 
investigations on 
the peripheral 
blood showed the 
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5.—Case 2. Results of haemato- 
Jogical examination. 
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typical order in which the red-cell changes develop: 
peak of Heinz-body formation—morphological alterations 
—anaemia—outpouring of nucleated red cells—peak of 
reticulocytes (Table III, Fig. 5). 

The mother’s blood was group B, Rh positive, the infant's 
group O, Rh negative. There were no antibodies in the 
mother’s serum. Her Wassermann reaction was negative. 

Faecal stercobilinogen (five days’ average) was 4.1 g. a 
day. There was no increase in the urinary urobilin. 

The bacteriological examination of the abscess (culture) 
showed a growth of Bact. coli. 
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Fic. 6.—Case 2. Showing presence of Heinz bodies. (x 1,100.) 
Discussion 


For several reasons we felt justified in recording our two 
cases. Firstly, as a contribution to the differential diagnosis 
of haemolytic anaemias in the newborn ; secondly, and more 
important, to point out the excellent effect of transfusion in 
this type of haemolytic anaemia, because if left untreated 
the patient may die; and thirdly, to our knowledge the 
condition has not previously been reported in a normal 
full-term infant. 

The diagnosis of Heinz-body anaemia should not cause 
any difficulties from the haematological standpoint: the 
essential thing is that one should think of this diagnosis 
when faced with a non-obstructive type of jaundice in the 
first days of life. The patients are not anaemic at birth 
(Gasser, 1953). After the appearance of the jaundice the 
first haematological abnormality to be detected will be a 
rapidly increasing number of Heinz bodies in the red cells 
during the first and second weeks. As the Heinz bodies 
become more numerous, red cells that are shrunken, abnor- 
mally crenated, and the shape of broken eggshells make 
their appearance and anaemia develops. 

There is a vast literature on Heinz-bodies, to which we 
refer the reader (see Dacie, 1954; Selwyn, 1955). A variety 
of aromatic nitro- and amino-compounds and inorganic 
oxidizing agents known to produce Heinz bodies are listed in 
reviews of the subject by Webster (1949) and Buckell and 
Richardson (1950). If the dose of the toxic substance 
ingested is sufficient to cause a haemolytic anaemia, both 
Heinz bodies and the above described morphological altera- 
tions of the red cells will be present. In the absence of any 
exogenous toxic cause, the occurrence of Heinz bodies was 
observed in cases of hypoplasia (Schilling, 1928 ; Zadek and 
Burg, 1930 ; Moeschlin, 1941, 1942) or aplasia of the spleen 
(Gasser and Willi, 1952), and also in splenectomized 
individuals (Selwyn, 1955). In such cases the Heinz-body 
formation is a permanent feature. There are reasons for 
believing that the spleen either filters off red cells contain- 


ing Heinz bodies from the circulation or is in some way 
responsible for the extrusion from the cells of the bodies 
which are subsequently phagocytosed by the spleen. 

The spontaneous occurrence of Heinz bodies was observed 
in the newborn in the absence of any exogenous toxic 
influence and without a demonstrable splenic pathology 
(Willi, 1947). Out of 1,251 newborn infants, 225 (18%) 
were fourid to contain Heinz bodies in over 2.1% of the 
red cells, and 84% of these 225 infants were premature (Willi 
and Hartmeier, 1950). Unlike the haemolytic anaemia with 
spontaneous Heinz-body formation (Gasser and Karrer, 
1948 ; Gasser, 1951, 1953), there were neither disintegrating 
red cells present in these cases nor signs of an increased 
haemolysis or of any degree of anaemia. 

As Heinz bodies are insoluble in water and red cells 
“tagged” with them show an increased resistance to lysis 
by hypotonic saline, the above clinical observations and 
in vitro tests on our Case 1 (saline fragility curve, auto- 
haemolysis test) suggest that the increased haemolysis is 
due to the presence of the irreversibly contracted distorted 
red cells. 

No satisfactory explanation for the production of Heinz 
bodies has been found hitherto in the spontaneous Heinz- 
body syndrome of the newborn. Gasser (1953) suggested 
that it might be due to a “disturbance of adaptation” 
(“ Anpassungsstérung ”) of the erythropoiesis in premature 
infants, and left the question open of whether a fault in 
haemoglobin synthesis or in the mechanisms normally pro- 
tecting the erythrocytes from damage or a dysfunction of 
the spleen is to be blamed. There is a high proportion of 
twin pregnancies among these cases of anaemia. Five out 
of Gasser’s (1953) 14 premature infants and our first patient 
were twins. 

It would appear that the unknown endogenous factor 
causes not only Heinz-body formation and disintegration 
of red cells but also a depression of the erythropoiesis at 
the time when the changes in the mature red cells in the 
periphery are the severest (Gasser, 1953). According to 
Gasser the jaundice is haemolytic and sometimes in part 
also hepatic in origin. The absence of jaundice in our Case 
2 is not surprising in spite of the presence of a severe 
anaemia associated with morphological alterations of the 
red cells. Jaundice need not necessarily develop if the 
function of the liver is unimpaired and the erythropoiesis 
is depressed to a sufficient degree. Such is the case in the 
aplastic crisis of acholuric jaundice. It is doubtful whether 
in Case 2 the abscess of the buttock played any part in 
the causation of the Heinz-body anaemia; this possibility 
cannot be ruled out entirely, but is unlikely. 


Summary and Conclusions 


Two ‘cases of spontaneous Heinz-body anaemia are 
described. One, a full-term twin of normal birth weight, 
had both haemolytic anaemia and jaundice. The other, 
a premature infant, had typical haematological findings, 
but no jaundice. Both responded well to a single trans- 
fusion. 

The haematological findings are discussed. 

In the differential diagnosis of jaundice in the new- 
born, Heinz-body anaemia should always be considered, 
especially if jaundice—not obstructive in character— 
develops after the first day of life, the Coombs test is 
negative, and no immune antibodies are present in the 
maternal serum. It would also appear that Heinz-body 
anaemia (Case 2) can be present without clinical 
jaundice : if marked anaemia develops in the premature 
infant during the second or third week and contracted 
irregularly crenated erythrocytes are found in the smears, 
Heinz bodies should be looked for. It is likely that, if 
these haematological criteria are systematically sought, 
more cases of this type of haemolytic anaemia will be 
recognized in the future. 
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Heinz-body anaemia of the newborn is not only of 
theoretical but also of considerable practical importance, 
as transfusions performed in time might save life. 


We are indebted to Drs. R. R. Gordon and M. Middleton for 
permission to use the case notes, and to Mr. J. Bevington, 
senior technician, and the haematology staff for their assistance. 
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SOME OBSERVATIONS ON OUT- 
PATIENT PSYCHOTHERAPY 
WITH A FOLLOW-UP OF 235 CASES 

BY 
ROBERT BLAIR, M.D., D.P.M. 
JOHN M. GILROY, M.B., D.P.M. 
AND 


FRANCIS PILKINGTON, M.B., F.R.C.P. 
F.R.C.P.1., D.P.M. 
Consultants in Mental Health, Moorhaven Hospital, 
Ivybridge, South Devon 


In the minds of most doctors the results of psychotherapy 
are still clothed in a certain amount of mystery. Yet 
with the development of the Health Service and the con- 
sequent increase in out-patient work it is important to 
try to estimate the value of this type of treatment. 
Several questions immediately spring to mind. “Is 
psychotherapy any good at all?” And if the answer is 
“Yes,” then “ How good?” And again, “ What sort of 
cases should it be reserved for?” 

Few papers seem to have been written on this subject, 
and only two will be quoted, both of which are pre-war. 
In 1935 Luff and Garrod reviewed 500 consecutive 
patients treated with psychotherapy at the Tavistock 
Clinic, all of whom had finished treatment at least three 
years previously. This is a creditable follow-up period, 
and the patients had had thorough treatment ; indeed, 
half of them had between 20 and 60 interviews. The 
follow-up was based on information obtained from 
replies to letters sent out to the patient or the patient's 
practitioner, though occasionally other methods were 
used, such as a visit from a psychiatric social worker. 
Yet it was possible to contact only 70.4%, and there must 
be serious limitations to the value of a follow-up where 
only two-thirds of the series were contacted by letter 
and no patient was personally interviewed by a psychia- 
trist. 

The second paper we quote is by Curran (1937), who 
records a follow-up of 83 patients. The psychotherapy 


was carried out under poor conditions (in a dental room 
of all places) at St. George’s Hospital. 


The only 


criterion for selection in Curran’s series was that the 
patients were thought to present psychiatric problems 
by one of the out-patient physicians or surgeons who 


referred them to the psychiatric department. These 
cases were all seen by Dr. Curran at their first interview, 
though subsequently some were treated by Dr. Eliot 
Slater. Only 25 of the 83 attended for more than four 
sessions. It is important to note that these 83 patients 
represented only 40% of the total circularized. Another 

% did not reply to follow-up inquiry, and the remain- 
ing 20% of inquiries were returned “addressee un- 
traced.” 40% is a very small percentage of any group 
to be followed up, and, as Curran says, few deductions 
are possible. As in Luff and Garrod’s series, no patients 
were interviewed by a doctor. 


Present Investigation 


Our investigation differed from the two investigations 
quoted above in that we endeavoured to interview the 
patients personally. Early in 1954 we studied the case 
papers and psychotherapy notes of 235 out-patients who 
had been selected by us as suitable for a course of out- 
patient psychotherapy from a total of 3,226 out-patients 
referred to us in Plymouth during the five-year period 
1948-52. It should be noted that these 235 patients repre- 
sented the total number who had been selected for psycho- 
therapy. Thus a few patients had been discharged for 
nearly six years, while all had been discharged at least 15 
months. In about 35° the follow-up period was two and 
a half years or more. It may be observed at this point 
that the recovery rates of those patients treated in the 
earlier years did not vary significantly from the recovery 
rates of the more recently treated, and also that the per- 
centage of untraced cases did not increase with the passage 
of time. For the collection of documents we relied on the 
records department, and there is no reason to suppose that 
many cases were omitted or that the odd ones left out repre- 
sented special types. 

Before seeking to interview the patients we tried to reduce 
the mass of documentary information to some sort of order. 
This included placing each case in one of five diagnostic 
categories (as explained under “ Diagnosis”), a procedure 
which we termed “diagnosis in retrospect.” We also 
formed an opinion from the documents whether we con- 
sidered the prognosis with treatment to be “good” or 
“ moderately good,” a procedure we termed “ prognosis in 
retrospect.” Briefly, the factors which weighed with us 
mostly in making this prognosis were: (1) intelligence (low, 
average, high); (2) attitude to life and previous adjustment 
(poor, average, good); (3) duration of symptoms (over 10 
years, 1-10 years, under 1 year); and (4) effect of symptoms 
on function (very serious, serious, slight). We also had to 
define the terms we were using—for example, distributive 
analysis—and, lastly, we drew up a form for use at the time 
of the forthcoming interviews. Our results and conclusions 
were eventually arrived at through analysing the completed 
forms. 

Types of Psychotherapy 

The various types of psychotherapy used by us were 
divided into two main groups: (1) Superficial—by which 
we mean advice, explanation, suggestion, persuasion, re- 
assurance, and encouragement. (2) Distributive analysis— 
by which we mean that more use was made of analytical 
principles and that certain experiences in the patient's life 
were dealt with on analytical lines. 

Abreactions with the use of injections or carbon dioxide 
were occasionally employed, chiefly in conjunction with the 
main methods just defined. What is described as superficial 
therapy was given in 45% of the cases, and distributive 
analysis in 49%, while 6% were treated mainly by abreactive 
methods. 

We based our therapy on the assumption that if a person 
is tackling his life problems badly and producing neurotic 
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symptoms as a result, then a change of attitude is necessary, 
and this change is best brought about by increased insight 
derived from some form of psychotherapy. 

A few further notes are necessary in order to give some 
idea of our broad views on psychotherapy and our pro- 
cedure in selection and technique. As part of every 
psychiatric consultation we try to assess how much we can 
help the patient by out-patient psychotherapy. This in- 
cludes an opinion on the extent to which the patient can 
accept insight and, having accepted it, on whether he or she 
will be able to act on it. 


The aim of our treatment has been the attainment of a 
suitable degree of insight and the positive encouragement 
of self-discipline. At some stage in treatment practical 
advice is often given in a friendly way. 

For various reasons, including the length of the waiting- 
list and the time at our disposal, we aim at a course of 
about six to eight sessions, and in this series of cases it was 
unusual for any patient to have had more than 12 inter- 
views. (Recently our practice has changed a little in this 
respect so that very occasionally we may treat a patient for 
a year or more.) The interviews are weekly and last about 
45 minutes, but may vary from 15 minutes to an hour or 
more. The average number of interviews in this series 
worked out at 6.8 per patient, only two patients being given 
as many as 20 sessions. We decided to consider the dis- 
charge date as being the last occasion on which the 
patient had a regular interview at not longer than monthly 
intervals. 

In choosing a patient for psychotherapy we kept four 
different considerations in mind, any one of which justified 
placing the patient’s name on the waiting-list : (1) A severe 
illness, where there was no other form of therapy available ; 
(2) the possibility of removal of symptoms ; (3) the possi- 
bility of helping the patient to adjust to his symptoms ; 
(4) the possibility of assisting the patient to adjust to future 
stresses of a similar nature to those causing the present 
breakdown. Finally, as we have already stated, we attach 


particular importance to assessment of the degree to which - 


the patient can accept insight and act on it, 

A patient who is severely ill and likely to be helped, even 
if only to a limited extent, is worth accepting, if no better 
form of treatment is available. One would not insist on 
the likelihood of cure to justify selection in this type of 
case. 

It goes without saying that the removal of symptoms is 
a desirable change, but one is not always sure that there 
may not be a recurrence later in the face of repeated stress 
of a similar type. If the patient deals with later stress and 
cures himself or herself of a relapse, this would be regarded 
as a good result. (In several cases where there had been a 
relapse a further interview proved well worth while.) 

It is not always possible-to remove the symptoms while 
treatment is being given, but if the patient can be helped 
to live with his symptoms it is likely that the reduced 
anxiety will allow a gradual improvement. When we saw 
some patients after a length of time we were surprised how 
much they had improved in the interval as the result of 
discussions or advice given during the psychotherapy. 

It is generally agreed that the shorter types of psycho- 
therapy tend to be somewhat authoritarian in character. 
When using suggestion and persuasion one tries to get a 
patient to abandon his own method of dealing with his 
problems—namely, with neurotic symptoms or reactions— 
and accept instead a solution which appears preferable. 
‘If the solution one offers the patient does not seem prefer- 
able to him he will refuse it, and part at least of the skill 
in this type of psychotherapy lies in the manner in which 
the therapist tackles this difficulty. Some of the issues 
presented are quite straightforward, and most people would 
agree on the lines upon which advice shall be given; but 
many are highly controversial, and in these there is a 
danger of moralizing with the patient. It appears to us 
that there is no objection to giving the patient specific 
advice if one is asked for it, but it must always be borne 


in mind that far more good advice is given in the world 
than is ever acted upon. Needless to say, when one is 
actively trying to influence a patient one’s own personal 
integrity is especially important. We would like to observe 
at this point that psychiatrists give fewer dramatic instruc- 
tions to their patients than any other breed of doctor. It 
is rare for us to advise a patient to get married or have a 
baby, and if occasionally we do give advice of this nature 
we do not do it lightly. 

In our follow-up interviews one of the most striking 
revelations was the realization of the profound influence 
a psychotherapist has on his patient’s attitude to life even 
after only a few hours of treatment. This teaches us afresh 
the need for the most careful consideration of all the many 
facets of every case; and once again we realized the 
problems presented in the selection of doctors interested in 
a training in psychotherapy. 

While treatment progresses it is often borne in upon us 
that, though the ability to accept insight depends upon 
emotional and intellectual factors, the will to change a 
pattern of reaction depends greatly on the patient’s philag 
sophy of life. In many instances the patients fail to make 
satisfactory improvement because we ourselves fail to assess 
this philosophical “ disease” (or “ atrophy”) adequately. 
We are not at all sure whether our credentials as psycho- 
therapists entitle us to tackle problems of this nature as 
part of treatment, but we have come to realize that the 
experience of psychotherapy is often a most valuable educa- 
tion to the patient and inevitably affects his or her philo- 
sophy in an indirect way. Unfortunately, if we fight shy of 
tackling the philosophical issue it happens all too often 
that nobody else will do it. 

These few paragraphs will, we hope, give some idea of 
our problems in selection and treatment. We may not have 
always selected the most suitable patients, but we have had 
definite ideas and are prepared to modify them as time 
goes on. 


Diagnosis 

We grouped the 235 cases into five main categories : 

Mainly Anxiety States—This label was also used for 
certain psychosomatic cases and tension states; 39.6% of 
our patients were so classed. 

Mainly Hysterical States and Anxiety Hysteria—This term 
was used for the majority of phobic and anxiety states with 
hysterical symptoms, as well as for the more classical types 
of hysteria ; 42.6% came under this heading. 

Obsessional States —This was used for the patients with 
classical obsessional states, which therapeutically we con- 
sidered a very different problem from the obsessional person- 
alities with anxiety symptoms; 6.4% of our patients were 
true obsessionals. 

Psychopathic Personalities, which accounted for 2.5% of 
the series. 

Other Diagnoses.—This group totalled 8.9% and in- 
cluded psychoses, mild depressive states, etc., as well as 
the diagnostically difficult group of schizoid personalities. 

This procedure of “ diagnosis in retrospect ” may be open 
to criticism, but it gives a more accurate diagnosis than that 
made at the first consultation, and it enabled us to separate 
off the few misdiagnosed patients who turned out to be 
paranoid schizophrenics. Furthermore, it made for sim- 
plicity when considering results of treatment. 


Immediate Results of the Psychotherapy 

From the case notes we also assessed the immediate 
results of treatment (that is, the state of the patient at the 
time of actual termination of treatment) on a four-point 
scale—namely, much improved, improved, not improved, 
and treatment broken off. The results are shown in the 
Table. 

Like Curran we omitted, as being too difficult to define, 
the category “slightly improved” which is used by some 
authors. 
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Details of Results on Discharge and at Time of Follow-up 


Condition on Discharge 


Condition at Time of Follow-up 


Diagnosis Much 


Improved Improved 


Not 
Improved 


Much 


Psychotherapy 
Improved 


Not Not Traced 
Broken or Died 


Improved Improved 


Anxiety states 41 (44.1%) | 39 (41-9%) 

Hysterical ,, 31G1%) 16 (1 

2(33-3%) 


Psychopathic states 
7 (333%) 6 (28-6%) 


5 (5-4%) 
6%) 17 (17%) 35 (35%) 
6 (40.0%) 
2 (33-3%) 2 (33-3%) 

4 (19%) 4 (19%) 


7 (7:5%) | 12(12-9%) 
13 (13% 
1 (67% 1 


8 (8-6%) 48 (51-6%) | 26 (28%) 
(40- 
3 (50%) 
6 (28-6% 


1 (16-7%%) 
(28.662 2 (9-5%) 


7 (33-3%) 


Other diagnoses 
86 (366% 90 (38-3%) 


28 (11-9%) 


29 (123%) 


31 (13-2%) 94 (40%) 76 (32-3%) 


36 (15-3%) 


Other Treatment 

It was also known to us, before we interviewed the 
patients, which of them had had any out-patient electro- 
plexy during or since psychotherapy, or had been admitted 
to hospital for conditions of psychiatric importance. The 
frequency and effect of this additional treatment had to be 
taken into account as there were as many as 25 cases, which 
represented 10.5% of the whole series. When examined in 
detail, of the nine who had out-patient electroplexy, eight 
were improved, and the final results of our psychotherapy 
were influenced to this extent. In-patient treatment rarely 
helped anyone who had not already improved with psycho- 
therapy, and, in fact, the 16 who were later admitted to 
hospital included a quarter of our “ not improved ” category. 


Information Available at Follow-up 

It should now be clear that at the time of interviewing 
the patient we had, in addition to the individual psycho- 
therapy notes, the following information on each case : 
the date of last regular interview, number of regular inter- 
views, type of psychotherapy, diagnostic category, condition 
on discharge (that is, immediate result of treatment), in- 
formation regarding physical treatments such as out-patient 
electroplexy or in-patient treatment of psychiatric import- 
ance, and prognostic category. 


Questionary Used at Interview 
We were now ready to interview the patients, and we 
decided to adopt to some extent Curran’s excellent ques- 
ov In the course of the interview each patient was 
asked : 


1. Have you regained your former health ? (an answer 
“yes” or “ almost ” was required for a “ much improved ” 
classification). 

2. Do you still suffer from symptoms which trouble 
you? If so, what symptoms ? 

3. Have you been able to go back to work or carry 
on with your work in a satisfactory manner ? 

4. Are you happier than before treatment ? 

5. Did the treatment help you ? If so, in what way? 


The essence of the patient’s remarks was recorded ver- 
batim. To those unable to attend, a standard letter with 
stamped addressed envelope was sent with these questions 
included in the letter. If the follow-up was carried out by 
a social worker she asked the same questions. F 

At the interview the difficulties in assessing the results 
were less than we anticipated, and any doubt was usually 
between the categories “ improved ” and “ much improved . 
rather than between “improved” and “not improved.” 
When the follow-up was carried out by means other than 
personal interview the information was carefully considered, 
and if it was regarded as inadequate for an assessment to 
be made the patient was classed as “not traced.” 

Of the total group, 59% were interviewed by their original 
therapist, 14% were followed up by letter, 15% by a social 
worker, and 12% (including two deaths, both from non- 
psychiatric causes) were untraced. In all, 88% were con- 
tacted. In Luff and Garrod’s series none was seen by a 
doctor, follow-up was largely by letter from the patient 
or ‘the patient's general practitioner, and 30% were un- 
traced. In Curran’s series none was seen by a doctor, and 


only 40% were followed up at all. The percentage of 
patients traced in our series is much higher than in either 
of the above-quoted investigations, but we have the advan- 
tage that we work in a much more static community. Most 


‘of our untraced patients belonged to Service families, who 


are, of course, subject to frequent changes of station. 

It may be noted that Luff and Garrod argue that their 
group of untraced patients have probably done as well as 
the traced group. Our untraced patients were regarded as 
a representative sample of the group as a whole. 


Results and Comments 

It remains now to consider our results of treatment at 
the time of the follow-up study, together with one or two 
other statistical details. Of our series, 449% were male and 
56% female. Only 6% were over 50 years of age. Of 
Luff and Garrod’s cases 9.6% were over 50. We may have 
been rather diffident at taking on the older patients. As 
already mentioned, the grouping into diagnostic categories 
shows that 39.6% fell into the mainly anxiety group ; 42.6% 
into the mainly hysterical group; 6.4% had obsessional 
states; 2.5% were psychopathic personalities; and 8.9% 
belonged to “ other diagnoses.” One-third of our patients 
had been given a good prognosis and two-thirds a moder- 
ately good prognosis. Our follow-up revealed that 50% 
improved to the extent anticipated, 26% did less well, and 
24% better than was expected. 

We gave the anxiety states a better prognosis than the 
hysterics, and this was confirmed by our results. It is 
interesting that Luff and Garrod, who were apparently much 
more strict in the diagnosis of hysteria, came to the same 
conclusion. Of their anxiety states 80% were “ relieved” as 
compared with 86% of ours. On review, their percentage 
dropped to 64%, while ours over a somewhat shorter period 
rose to 91%. It is noteworthy that their number of “ much 
improved ” anxiety states also increased. Their “ relieved” 
rate for hysterical states was 50%, which remained at 50% 
after three years, Our figure was 67% on discharge and 
increased later to 76%. These rates we realize are embar- 
rassingly high ; but our opinion, based on so many personal 
interviews, is that these patients did in fact continue to 
improve after the termination of psychotherapy. It may 
be that the untraced patients, who reduced the size of the 
series slightly during the final review, were the less im- 
proved patients, but there is no indication that this is so. 
Of the obsessionals, 13 out of 14 followed up had im- 
proved, and this was consistent with our prognosis. 

As a bald statement of results conveys little meaning un- 
less prefaced by some explanatory remarks, we have left 
our results for the total series to the end, Of our 235 
patients we know that 40% of the total are now “ much 
improved,” a further 32% are “improved,” 15% are “ not 
improved,” 12° are untraced, and two patients have died. 
If, as in the other series, our untraced patients are ex- 
cluded, our results are 45.5% much improved, 37% im- 
proved (making a total of 82.5% “ relieved”), and 17.5% 
“not improved.” 


Summary 


The purpose of this investigation was twofold: firstly, 
to examine the psychotherapeutic methods used by three 
consultants working independently in the same National 
Health Service out-patient department of psychological 
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medicine and to report on the aims of treatment ; 
secondly, to follow up a series of out-patients so treated. 

Out of a total of 3,226 consecutive referrals during 
the five-year period 1948-52 235 patients received a 
course of psychotherapy. 

The types of psychotherapy used were: (1) superficial 
for 45% of the cases, and (2) distributive analysis for 
499% ; the remaining 6% were treated mainly by 
abreactive methods. The average number of sessions 
given to each patient was seven. 

We followed up these patients early in 1954. No 
patient was followed up who had not been discharged 
for at least 15 months, and in about 35% the follow-up 
period was at least two and a half years. 59% were 
interviewed by the original therapist, 15% by a social 
worker, and only 10% were untraced. The method of 
follow-up is described in detail. 

It was found that of our 235 patients 40% were 
“much improved,” 32% were “improved,” and 15% 
were “not improved”; the remainder were either 
untraced or had died. 

It is our opinion that results of this order can be 
expected from short courses of psychotherapy in a pro- 
vincial out-patient department provided that a careful 
selection of cases is first made. 
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VAGAL RESECTION IN TREATMENT 
OF DUODENAL ULCER 
BY 
A. A. MacKELVIE, M.D., F.R.C.S.Ed. 


Consultant Surgeon, Stirling and Clackmannan Hospitals 
Group 


Vagal resection for the treatment of duodenal ulcer has 
not been generally accepted in this country. It is not 
the purpose of this paper to discuss the theoretical 
grounds for its use, nor to review the voluminous litera- 
ture on the subject, but to present the results obtained 
since late 1947 in one surgical unit. Pollock (1952) 
collected a large series, including 1,314 cases of duodenal 
ulcer,.from various centres. 


Present Investigation 


As no large series from one source has been reported 
on in Britain, it seems worth while analysing the results 
of a series of 473 consecutive cases (401 male, 72 female) 
up to the end of 1955. These were entirely unselected. 
Every duodenal ulcer case referred to us for surgical 
treatment was treated as detailed below. The only 
exceptions were (1) those who refused surgical treat- 
ment ; (2) those seen first with severe haemorrhage which 
it was impossible to control by any means other than a 
direct attack on the site of haemorrhage in the ulcer ; 
and (3) those first seen with acute perforation requiring 
immediate operation—simple closure of the perforation 
was done. If persistence of ulceration or recurrence of 
ulceration or symptoms occurred the cases were dealt 
with in the routine manner and then included in the 
series. These exceptions comprised less than 2% of the 
total. 

Table I shows the age incidence and the duration of 
symptoms. Perforation had occurred in 17% and 
notable haemorrhage in 17%. Medical treatment before 


Taste I.—Age Incidence and Duration of Symptoms in 473 Cases 


Age: | 10-19 | 20-29 | 30-39 | 40-49 | 50-59 | 60-69 | 70-79 
| 1% |-165% 1 30% | 30% | 17% 3% | 05% 


Pre-operative Duration of Symptoms in Years 
0- 1- 2- | 4- 5-9 10-14 | 15-19 | 20+ 


9% | 10% 10% | 9% | ™ 15%) 8% 


operation had been given at home in 76% and in hos- 
pital in 19%. Over 50% had had. symptoms for more 
than five years, and over a third had had either a per- 
foration or noteworthy haemorrhage before operation. 

The normal routine before operation was: history ; 
physical examination ; barium-meal x-ray examination ; 
gruel fractional test meal; and a Hollander (1946) 
insulin test meal. After operation the gruel fractional 
test meal and the insulin test meal were repeated. 
Routine post-operative x-ray examination was not 
possible in all cases; it was made in many, including 
every case with any post-operative symptoms. Pre- and 
post-operative weights were recorded. 

For various reasons the full investigation outlined was 
impossible to carry out in every case, but in over 92% 
of cases the data were adequate for assessing the com- 
pleteness or otherwise of the nerve section. 


Operation 

The patient is brought to the theatre with a naso-gastric 
Ryle tube in position. The surgical approach is through an 
upper left paramedian incision, the rectus muscle being re- 
tracted laterally. After inspection, including confirmation of 
the presence of the duodenal ulcer, a Balfour self-retaining 
retractor is inserted. The left lobe of the liver is then 
detached from the diaphragm by cutting the suspensory liga- 
ment, close to the liver, care being taken not to damage the left 
inferior phrenic vein. The left lobe of the liver can then be 
folded and held gently to the right with a Deaver retractor. 
The stomach is packed down as far as possible with two 
packs, the upper one being placed between stomach and 
spleen and retracted downwards and to the left with a 
Deaver retractor. This exposes adequately the lower inch 
(2.5 cm.) of the oesophagus. The peritoneum over the 
oesophagus is cut transversely, the left forefinger inserted, 
and the opening in the peritoneum enlarged up and down. 
With the left fore- and mid-fingers behind and the thumb in 
front it is easy to identify the oesophagus with its Ryle tube. 

By “ burrowing” behind and around the oesophagus from 
right to left the two fingers emerge at the left of the oeso- 
phagus, where they pick up a gauze tractor, one end of 
which is pulled back around the oesophagus. During the 
“burrowing” process if slight traction is kept on the 
oesophagus it is easy to feel the right vagus behind and 
include it in the tissues picked up. The two ends of the 
gauze tractor are caught together in an artery forceps on 
which an assistant makes firm traction. The vagus nerves 
are readily palpated as taut cords. Each in turn is isolated 
from the oesophagus ; two fingers are inserted between the 
nerve and the oesophagus and spread widely to free at least 
2 in. (5 cm.) of nerve from the oesophagus. The nerve 
trunk is then caught with long Kocher artery forceps and 
the nerve stripped cranially as far as possible. A section 
of the nerve is then resected, at least 2 in. (5 cm.) being 
removed. 

When each nerve has been thus dealt with it is found that 
the lower 2-3 in. (5—7.5 cm.) of the oesophagus is more 
mobile and can be pulled up with the gauze tractor to allow 
careful inspection. Any structures resembling nerve twigs 
are seized with diathermy forceps and sectioned after coagu- 
lation ; usually these “ nerve fibres” are small blood vessels 
emptied by the traction, and coagulation before section 
expedites operation. By pulling first on one side, then on the 
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other, of the gauze tractor the oesophagus can be rotated 
easily and sufficiently to allow complete inspection of the 
entire circumference of its lower reaches. It is essential to 
be painstakingly careful in the search for any branches of 
the nerves and to be certain that two nerves have been 
found and dealt with, the right nerve in particular being 
occasionally missed in picking up the tissues in the original 
“ burrowing” procedure. When the nerve section has been 
completed, bleeding points are coagulated by diathermy and 
the left lobe of the liver is unfolded and replaced in situ, 
where it will adhere to its original support. The use of 
lighted retractors has not been found an advantage. 
Adequate field lighting can be obtained by tilting the normal 
theatre operating lamp. 

The gastro-enterostomy has always been of the retrocolic 
no-loop isoperistaltic type and performed with clamps in 
the standard manner. The opening is always made at the 
lowest part of the stomach, and the size of the opening made 
is small, the aim being to achieve an anastomotic opening 
equal in calibre to the normal pylorus. A large gastro- 
enterostomy stoma is likely to lead to dumping syndrome 
sequelae. 

If pyloroplasty is carried out the essentials are to remove a 
diamond-shaped area at the pylorus, including compulsorily 
a segment of pyloric sphincter, and where possible the ulcer 
itself. The resultant gap is sutured transversely in two 
layers. While the production of an adequate channel is 
necessary, the resection of part of the pyloric sphincter is 
regarded as the essential step in this operation. 

Difficulties during operation have been rare. In two cases 
the oesophagus was holed during isolation. The gap was 
repaired without untoward sequelae. In two cases the pleura 
was opened without any serious complication. Before the 
necessity to take great care not to inflict venous damage was 
appreciated one patient died of severe uncontrollable haemor- 
rhage from tearing of the left inferior phrenic vein from the 
inferior vena cava in freeing the liver. We now prefer to 
omit this step if any difficulty appears probable in freeing 
the liver safely. 


Immediate Post-operative Results 


The total mortality from operation was 2.1%. The 10 
fatalities were : one anaesthetic death ; one immediate death 
from haemorrhage as described ; one death three days after 
operation from acute cardiac failure ; one death five days 
after operation from perforation of the duodenal ulcer (at 
Operation the ulcer was noted to be near perforation; it 
would have been wise to make a direct attack on the ulcer 
or at least to sew omentum over the danger area) ; two deaths 
six days after operation from paralytic ileus ; three deaths 
from pulmonary embolus, on the fourth, seventh, and 
seventh days after operation ; and one death six days after 
operation from “ pseudomembranous enterocolitis.” There 
has been no death in the last 200 consecutive cases up to the 
writing of this report. 

Post-operative complications have been few. In the early 
part of the series post-operative chest complications—almost 
invariably a right lower segmental collapse—occurred, bui 
pre- and post-operative breathing exercises supervised by 
physiotherapists have practically eliminated these. Surpris- 
ingly, ileus has been uncommon. 

Dysphagia has occurred in less than 2% of cases and has 
been without exception of short duration. 


Results at Follow-up 


Cases have been followed up by return visits to out-patient 


clinics at intervals after operation of one month, three ; 


months, six months, and annually thereafter, unless symp- 
toms necessitated more frequent visits. Early in the series 
patients were admitted for insulin test meals annually, but 
this practice was discontinued as a routine. A questionary 
was sent out to all cases in late 1955. If the form was not 
returned and the patient could not be traced information 


was sought from the family doctor. By these means enough 
information has been obtained to allow of a final assessmen{ 
of results. 

From the results in the several groups certain genera! 
points emerge. (1) Complete vagal resection as shown b, 
insulin test meals remains complete permanently. Insulin 
test meals negative immediately after operation have 
remained negative to our knowledge for as long as eight 
years after operation. (2) Complete vagal resection was 
achieved in only 86% of @ses, complete section was doubtfu! 
in 7%, and failure to achieve complete section occurred in 
7%. With increasing experience we think complete section 
is now made in over 90% of cases. We believe that incom- 
plete section of the two vagi explains some—perhaps all— 
of the unsatisfactory results which have been published. To 
make a complete section requires experience and great care. 
(3) In 365 cases note was taken of whether the vagus nerves 
showed any branching. It was found that the left nerve 
alone was branched in 21% of cases, the right alone in 6%, ; 
both nerves were branched in 43%, and in only 30% of 
cases were both nerves single cords. This emphasizes the 
need for careful technique to achieve complete section. 

At first vagal resection alone was practised. It became 
evident early in the series that this operation was not wholly 
satisfactory, and since 1950 the operation of choice has been 
vagal resection and posterior gastro-enterostomy. In a small 
number of cases pyloroplasty has been combined with vagal 
resection, sometimes by choice to compare a number of these 
cases with those having gastro-enterostomy, sometimes 
because some local condition precluded gastro-enterostomy. 
Table II shows the operations performed and the year of 
operation. 


TaBLe I1.—Operations Performed in 473 Cases 


i 
Year 1947] "48 | | | | °S2 | °53 | | Total 


37|34/35| 7; 3] 1 1 | 118 
an 
gastro-enterostomy 2 | 12 | 40 | 26 | 41 | 63 | 55 | 46 | 47 | 332 


Vagal resection and 19 


pyloroplasty 12 1 6 


Vagalcrush .. ne 1 2 1 


Vagal Resection ‘Alone 

Vagal resection alone was the operation in 118 cases. 
There was one death from anaesthetic causes in the series. 
Of the 117 survivors one died of intercurrent disease six years 
after his vriginal operation but had had no dyspepsia or 
other digestive troubles until his death from secondary renal 
carcinoma ; one died of aneurysm four years after operation, 
having had no digestive complaints in the interim ; and 10 
cases were either insufficiently followed up or could not be 
traced. This leaves for consideration of results 105 of the 
original 118. 

Of these, 23 required gastro-enterostomy for symptoms 
secondary to the vagal resection, such as gross gastric reten- 
tion, with foul flatulence and diarrhoea. Six further cases 
await gastro-enterostomy. In all these cases the vagal sec- 
tion appeared complete. Thus in 28% of cases vagal resec- 
tion alone has been a failure, and the necessity to relieve 
gastric retention by a second operation in so many cases 
condemns it. 

In the 23 cases in which secondary gastro-enterostomy was 
required the duodenal ulcer was healed at the time of the 
second operation. All have remained well and symptom- 
free since their second operation. They are not included in 
the 332 cases whose primary operation was vagal resection 
and gastro-enterostomy. 

In four of the remaining 76 patients who had vagal resec- 
tion alone recurrence of the duodenal ulcer occurred; in 
all four’ the vagal section was not complete. One case 
developed a gastric ulcer within three years of operation. 
While some of the results have been unexceptionally good 
a considerable percentage of patients have troublesome flatu- 
lence and diarrhoea, and uncomfortable fullness after meals. 
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These indifferent results and the high rate of secondary 
gastro-enterostomy required forced us to the alternative of 
adding gastro-enterostomy to the original nerve resection. 


Vagal Resection with Gastro-enterostomy 

Vagal resection combined with retrocolic gastro-entero- 
stomy was performed in 332 cases. In assessing results the 
classification suggested by Visick (1948) has been adopted : 
grade 1, cases having no gastric symptoms ; grade 2, cases 
with preventable minor symptoms; grade 3, cases whose 
symptoms are not preventable but cause no interference with 
their activities ; grade 4, symptoms preventing full enjoyment 
of life ; and grade 5, failures. 

In assessing the results grade 1 cases have been restricted 
entirely to those without any symptoms; in grade 2 are 
placed those with minor symptoms such as occasional flatu- 
lence, fullness after large meals, slight occasional indiges- 
tion after dietary indiscretion, and, on rare occasions, a loose 
bowel movement not amounting to diarrhoea. In grade 3 are 
included those with some occasional bilious vomiting, or 
occasional diarrhoea or intermittent discomfort relieved by 
alkalis. In grade 4 are those with dumping or hypoglycaemic 
syndromes, those with troublesome diarrhoea, and those with 
troublesome bilious vomiting. In grade 5 are stomal ulcers, 
recurrent duodenal ulcers, and those who fail to derive any 
benefit from operation. 

The results of a total of 332 cases show that nine died 
from operation, an operative mortality of 2.7%. Of 324 
survivors, seven died of intercurrent disease unrélated to the 
operation or ulcer and were free of dyspepsia, etc., to the 
date of death. Of the remainder, 10 have not been included 
in the assessment of final results as they have been followed 
up for less than a year; all were symptom-free at the time 
of writing. Nine cases could not be traced. This leaves 
298 cases followed up adequately for assessment. Of these, 
238 are grade 1, 31 grade 2, 8 grade 3, 13 grade 4, and 8 
grade 5. 

All the 31 in grade 2 have very minor symptoms, are satis- 
fied with the result, and consider the operation has been of 
decided benefit and well worth while. The eight in grade 3 
are also pleased with their present position as compared with 
their pre-operative state. Their symptoms are not of serious 
consequence and do not incommode them to any noticeable 
degree. Therefore one can say that the results in 93% of 
cases are satisfactory. 

Of the 13 in grade 4, five have considerable trouble from 
dumping; three have a marked hypoglycaemic syndrome 
(one persisting seven years after operation) ; two suffer from 
bilious vomiting to a troublesome degree, probably due to 
fault in the gastro-enterostomy; two have persisting 
diarrhoea ; and one has had partial gastrectomy elsewhere. 
This last patient was very neurotic and when first seen was 
referred to the psychiatric department, whose report was 
unfavourable. His duodenal ulcer persisted and operation 
was eventually undertaken. For a time after operation he 
remained well. He then again complained of symptoms 
similar to those before operation. Repeated investigation 
revealed no organic basis for his complaints. He then went 
elsewhere, where again after a period, and after an unfavour- 
able psychiatric report, laparotomy was undertaken. His 
duodenal ulcer was healed and his gastro-enterostomy stoma 
healthy. Partial gastrectomy was done. He is not yet 
symptom-free. It was an error to operate on his duodenal 
ulcer in the first instance. 

Among the eight in grade 5 the duodenal ulcer has recurred 
in five, of whom four obviously failed to have complete nerve 
sections, as shown by positive insulin responses after opera- 
tion ; the one case with a negative insulin response had one 
post-operative test meal only, and section may be incomplete. 
One case has had no relief of symptoms: ulceration has 
persisted, and a positive insulin response indicates failed 
section. Two cases have developed stomal ulcers. In both, 
vagal section was incomplete. In one the left nerve was 
known tod have been missed during operation, but anaesthetic 


difficulties prevented prolongation of search for the nerve. 
When his stomal ulcer developed, the vagal section was 
completed at a second operation two years after his primary 
surgery. Prompt healing of the stomal ulcer occurred, and 
the patient has been in excellent health and symptom-free for 
the past five years. In the second case a large stomal ulcer 
was found at the second operation four months after the 
first ; vagal resection was repeated, but the post-operative 
insulin meal was still positive after the second operation. 
Apparent healing of the stomal ulcer occurred, with dis- 
appearance of symptoms, disappearance of the ulcer on x-ray 
examination, a negative faecal occult blood test, and a gain in 
weight. In just over a year the symptoms recurred and 
partial gastrectomy was undertaken elsewhere. 

There has been a gain in weight in 70% of cases, the 
average being 8.3 Ib. (3,765 g.); 5% have shown no change 
in weight ; 25% have lost an average of 6.4 Ib. (2,900 g.). 

We have not found any case in which pulmonary tuber- 
culosis developed after operation : no such case is known to 
the local tuberculosis service. Also no case has shown 
evidence of anaemia. - 

The 277 patients in the first three grades are well satisfied. 
They are no longer on diet and do not require to restrict 
themselves in any way so far as food is concerned. From 
this they derive much psychological benefit. The great 
majority have returned to their pre-operative occupations ; 
those who have taken lighter jobs have been more than 
balanced by those who have found themselves capable of 
heavier work after operation. There has been almost no loss 
of working-time from digestive causes since their return to 
work after operation, a feature which is noted with gratitude 
by numbers in replying to the questionary. 


Other Operations 

Vagal crush was done in four cases. In all four a nega- 
tive post-operative insulin test meal became positive within 
12 months, with a return of pain and dyspepsia. The opera- 
tion appears to have no useful place. 

Vagal resection was combined with pyloroplasty in 19 
cases. In all of them the results have been excellent. 80% 
have gained an average of 10.5 lb. (4,760 g.), 10% have lost 
4 Ib. (1,815 g.), and 10% have not changed their weight. 


Conclusions 


In the treatment of duodenal ulceration, operations on 
the vagal nerves alone, either by resection or by crush- 
ing, do not give good results. When vagal resection is 
combined with posterior gastro-enterostomy excellent 
results are obtained in over 90% of cases, with a mor- 
tality rate around 2%. It seems likely that equally good 
results may be obtained by vagal resection combined 
with pyloroplasty. The results are at least as good as 
those after partial gastrectomy, and the operative mor- 
tality is probably appreciably lower. These good results, 
added to the fact that partial gastrectomy is not excluded 
as a further possible operative treatment for failure in 
resistant cases, indicate that the combined operation 
should be the method of first choice in the treatment of 
duodenal ulceration. 
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A considerable volume of experience concerning the 
effects of specific drug treatment on the course of 
primary tuberculosis in the child has now accumulated. 

While it is generally recognized that the mortality rate 
has been favourably influenced, particularly since the 
introduction of isoniazid (Lincoln, 1954), and largely as 
a result of a decrease in the frequency and severity of 
the haematogenous complications, it appears to be the 
general consensus of opinion that in tuberculosis of the 
mediastinal lymph nodes neither the symptoms nor the 
associated bronchoscopic appearances show a specific 
response to drug treatment (Lincoln ef al., 1955). Ina 
small series (Todd, 1955) it has also been shown that 
there is no statistically significant improvement in the 
speed of radiological resolution. Lincoln et al. (1955) 
state: “No known drug or combination of drugs has 
demonstrated an obvious effect on the resolution of 
primary pulmonary tuberculosis.” 

A carefully controlled series of children is at present 
being studied at Bellevue Hospital (Lincoln et al., 1955) 
in order to assess the results of antimicrobial treatment, 
and should provide more conclusive evidence when the 
results are available, as previous studies, apart from that 
of Todd (1955), have not employed controls. 

It has been suggested (Bentley, 1955) that drug treat- 
ment may even be detrimental to complete recovery in 
uncomplicated hilar adenitis in young children by lead- 
ing to an increased frequency of segmental lesions with 
their associated risk of bronchiectasis in later life. His 
impression was mainly based on a small group of eleven 
children under 2 years of age. Nine of these were 
treated with isoniazid and P.A.S., and five of them 
developed segmental lesions. Two similar conservatively 
treated cases recovered uneventfully. On the basis of 
these findings he expressed the opinion that “ great care 
should be exercised before starting a small child with 
obviously enlarged tuberculous mediastinal glands on a 
course of antibiotics, and particularly on isoniazid.’ 

It has consequently been thought desirable to review 
the cases of uncomplicated tuberculous mediastinal 
lymphadenitis in children treated with drugs in this insti- 
tution since 1951, with special emphasis on those aged 2 
years and under, from the standpoint of the frequency of 
development of segmental lesions. 


Pian of Investigation 

Cases of primary pulmonary tuberculosis in children 
admitted to this institution since 1951 were studied, in addi- 
tion to cases at present in the institution who had had a 
minimum of three months’ drug treatment. From these, 
cases of uncomplicated mediastinal glandular enlargement 
treated with drugs from the outset were selected for study. 
Variations in posture and respiratory phase, with their 
resultant distortion of the normal mediastinal outline, often 
create difficulties in the diagnosis of enlarged mediastinal 
glands in the young child. Because of this, cases were 
selected on two main criteria : (1) the demonstration of an 
obviously enlarged mediastinal gland on two or more films, 


and in many cases their reduction in size during treatment ; 
and (2) the development of foci of calcification in media- 
stinal shadows whose enlargement had been doubtful. in 
the absence of areas of calcification to date it has been 
necessary to exclude a number of cases of doubtful hi!ar 
enlargement at present progressing favourably on drugs. 

It was possible to collect a total of 50 cases. Of these, 
20 were aged 2 years or under. The mean age of the older 
group was 6.3 years, the oldest child being aged 10. The 
racial breakdown was as shown in Table I. 


TaBLe I 
0-2 Years 3-10 Years | * Total 
Eskimo .. .. 9 12 21 
Indian at oe 2 6 8 
White en ee 9 12 21 


Treatment consisted of streptomycin, P.A.S., and isoniazid 
in varying combinations. Streptomycin was given in a dase 
of 0.25-0.5 g., bi-weekly, depending on age. The dosage of 
P.A.S. varied from 2-8 g. daily, depending on age. Isoniazid 


’ was employed in a daily dosage of 5 mg. per kg. The com- 


binations used are shown in Table II. 


Taste Il 
Drug S.M., S.M., P.A.S., P.A.S., 
Combinations | P.A.S. I.N.H. I.N.H. 


No.ofcases | 12 14 


S.M.=streptomycin. I.N.H.= isoniazid. 


Treatment has been completed in 16 patients who have 
been discharged. Nineteen are continuing treatment, having 
had more than six months to date. The remaining 15 have 
been under treatment for periods varying from three to six 
months. The frequency with which segmental lesions 
appeared is shown in Table III. All these lesions occurred 


TABLE III 
No. of Uneventful Segmental! 
Age Cases Recovery Lesions 
2 years and under ae 20 18 2 
Over 2 years at <a 30 28 2 
Total ae 50 46 4 


within three months of admission, except one which first 
became evident at six months. One occurred in a patient 
treated with streptomycin and P.A.S. One occurred in a 
patient on streptomycin, P.A.S., and isoniazid, and two 
occurred in patients on P.A.S. and isoniazid. 


Discussion 


The natural frequency with which segmental lesions occur 
in primary tuberculosis in childhood is not clearly estab- 
lished. They usually become evident at tuberculin conver- 
sion or in the early subsequent months. Because of this any 
series of cases of tuberculous mediastinal lymphadenitis 
diagnosed early will show a higher incidence of subsequent 
segmental lesions than a similar series diagnosed at a later 
stage in their natural history, when many of the cases pre- 
disposed to segmental lesions will have already developed 
them. 

The increased efficiency of diagnostic services may there- 
fore lead to an apparent increase in the frequency of seg- 
mental lesions mainly because of earlier diagnosis. It has 
been stated (Bentley ef al., 1954) that approximately 5-10°. 
of children will develop a segmental lesion following primary 
infection. 

The risk of developing a segmental lesion is believed to 
be appreciably greater in young children with primary infec- 
tion, although again no precise figures exist. Grzybowski 
(personal communication) has quoted a figure of 15-18% as 
an approximate estimate of the total frequency of segmental 
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lesions in infants under the age of 2 years, based chiefly on 
a review of the High Wood figures (Bentley et al., 1954). 

Misgivings about the possible hazards of drug treatment in 
tuberculous mediastinal lymphadenitis have been expressed 
(Bentley, 1955), as mentioned previously. He also records 
the development of segmental lesions in 10% of a group of 
80 children of all ages suffering from tuberculous media- 
stinal lymphadenitis treated with drugs, and he points out 
that this compares unfavourably with an incidence of 4% in 
202 children of all ages with uncomplicated tuberculous 
mediastinal lymphadenitis studied at High Wood between 
1942 and 1946, although he admits that much of the apparent 
increase in the drug-treated series may result from earlier 
diagnosis and admission. Cases were classified, mainly on 
the radiological condition found on admission, as showing 
uncomplicated mediastinal lymphadenitis or segmental 
lesions in the earlier series, and there was an average waiting 
period of three months before admission, during which 
interval the majority of the segmental lesions might be 
expected to appear. As a result, cases of uncomplicated 
mediastinal lymphadenitis classified as such at the time of 
admission would represent a selected group much less prone 
to the development of segmental lesions after admission. 

In a recent article dealing with the treatment of tuberculosis 
in children with isoniazid (Plettenburg, 1955) the develop- 
ment of lobar atelectasis in 29 children, mostly of “ crawler ” 
age, is recorded. The total number of children in the group 
with hilar lymph node tuberculosis in whom this complica- 
tion appeared is not recorded. Treatment consisted of 
isoniazid in a dose of 10 mg. per kg. and streptomycin in an 
unstated dosage. Four of these children died after broncho- 
scopy carried out in order to remove caseous material and 
granulation tissues from the bronchi. 

The results obtained in the present relatively small series 
of cases, although they cannot take the place of an 
adequately controlled large-scale trial, do not suggest that 
specific chemotherapy in young children is likely to increase 
greatly the natural hazard of the development of segmental 
lesions, The latter occurred in only two cases in the group 
2 years and under, and the overall incidence of 8% does not 
appear excessive in view of the low mean age of the group 
treated. In all four cases the lesions involved segmental 
areas in upper lobes, and no case of massive lobar consolida- 
tion or collapse was noticed. Three cases have run their 
course to a residual area of fibrosis and final stability has 
not yet been reached in one. No haematogenous complica- 
tions occurred and no deaths were encountered. 

The hazards of primary infection in the young child are 
well recognized. Haematogenous complications occurred in 
10% of children under 2 years of age (Bentley et al., 1954). 
The risk of meningitis or miliary tuberculosis among children 
under 5 years has been estimated at 4% (Cammock and 
Miller, 1953). The known risks in the group 2 years and 
under lend support to the current practice of advocating 
antimicrobial therapy for them, and the results in the present 
series do not suggest that there i. at present strong enough 
reason to withhold the benefits of drug treatment, even in 
the child with obvious enlargement of the mediastinal glands. 


Summary and Conclusions 

A series of 50 cases of tuberculous mediastinal lymph- 
adenitis in children were studied. 

The influence of antimicrobial treatment on the 
development of segmental lesions was investigated. 

There is no obvious increase in the natural frequency 
of segmental lesions as a result of antimicrobial treat- 
ment. 

There appears to be no definite reason to abandon 
ihe current practice of administering specific drug treat- 
ment to children aged 2 years and under suffering from 
primary tuberculous infection even in the presence of 
obvious mediastinal glandular enlargement. 


ADDENDUM.—Since this article was submitted for publi- 
cation, eight further cases have completed a minimum of 
three months’ treatment. Three were aged 2 years or under, 
and. five were over 2 years. Segmental lesions appeared in 
two of these cases within three months, one occurring in 
each age group. 

It does not appear that these additional cases increase the 
frequency of segmental lesions in drug-treated cases beyond 
the range of their natural incidence in the respective age 
groups. 
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PENETRATING ULCER OF THE ~* 
TONGUE 


BY 


GORDON F. CASSIE, M.B., F.R.C.S. 
Ashford Hospital, Middlesex 


Penetrating ulcer of the tongue is of fundamental 
importance, in that it resembles carcinoma very closely. 
It has been appearing infrequently in the surgical clinics 
of this hospital recently, thus stimulating a search for 
information about the subject. No record of this disease 
has been found in any standard British textbook on 
surgery, medicine, pathology, oral medicine, or patho- 
logy. No reference has been found in the last ten years 
of the Index- Medicus. Thoma (1949) mentions briefly 
what he calls decubitus (traumatic) ulcer of the tongue. 
Butlin and Spencer (1900) described traumatic ulcers of 
the tongue due to rough teeth, commented upon the 
difficulty in diagnosis,.and indicated that comp!ete ex- 
cision may produce a dramatic cure. 


Details 


The lesion is a deep ulcer (Fig. 1), oval or circular, with 
sloping or slightly rolled edge and yellow slough base. It 
feels hard, but induration does not spread into the muscle. 
It is painful when eating and has usually been present for 
two to four months 
before advice is 
sought. The pic- mo 
ture is typical of 
carcinoma, except 
that deep indura- 
tion is absent and 
the cervical glands, 
if enlarged, are 
tender. 

The ulcer seems 
to occur after 
middle age, affect- 
ing the same age 
groups as carci- 
noma. The fre- 
quency is impossible to assess at present, because most 
out+patient notes are not indexed with diagnosis. In this 
hospital in the last five years penetrating ulcer and carci- 
noma have occurred with equal frequency. The posterior 
aspect of the lateral border of the tongue seems to be the 
most commonly affected site, but it may develop in the 
central area. 

Chronic irritation by adjacent teeth is the most obvious 
cause, but this cannot explain Case 3, in which the central 


Fic. 1.—Penetrating ulcer of the tongue 
(Case 2). 
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area was affected and the dentures had been worn for 
20 years. This area is not in contact with the upper incisors 
during speech or mastication. There would appear to be 
a special response by the tongue to irritation in advanced 
age groups. 

The diagnosis must be made by biopsy, as the ulcer may 
usually be confidently diagnosed as carcinoma on first exam- 
ination. The Wassermann and Kahn tests are necessary to 
exclude syphilis, and tuberculosis will be eliminated by histo- 
logical section, There is no difficulty in differentiating pene- 
trating ulcer from acute ulcers such as peptic, aphthous, and 
herpetiform. Microscopy shows an abrupt termination of 
normal epithelium at the edge of the ulcer and diffuse 
infiltration of the subepithelium and muscle by inflammatory 
cells (Fig. 2). There may be acanthosis of the epithelium at 
the edge, especially when healing is occurring. 


Fic. 2.—Low-power view of biopsy in Case 2. This shows abrupt 
termination of epithelium and neoey infiltration with inflammatory 
cells. 


The course is difficult to estimate in view of the small 
number of cases observed, but at present it can be said that 
healing will occur in one to three months if treatment is 
begun at once. The condition does not seem to be pre- 
malignant, but prolonged follow-up is obviously essential. 

Treatment.—Any likely mechanical irritating factor such 
as a rough tooth or filling must be abolished. A course of 
parenteral penicillin should be given. The ulcer may be 
completely excised by diathermy, but healing will take much 
longer and the area may produce a patch of acanthosis 
resembling leucoplakia. 


Case Histories 


Case 1.—A woman aged 70 attended surgical clini¢ on 
November 13, 1951, complaining of painful ulcer on left 
side of tongue for two months. Tonsillar gland on that 
side enlarged and tender. Good general health. Several 
teeth in poor state, one almost opposite the ulcer, W.R. 
and Kahn, negative. November 28: Excision of ulcer by 
diathermy. Histology: Hyperplasia of epithelium at edge of 
lesion and heavy infiltration by inflammatory cells. No 
evidence of malignancy. January 21, 1952: Ulcer healed. 
Follow-up until July 10, 1955, shows persistence of soft 
whitish area which does not appear to be true leucoplakia. 

Case 2.—A woman aged 75 attended surgical clinic on 
January 26, 1955, having had a painful ulcer on the right 
side of tongue for two months (Fig. 1). Raised edge and 
yellow slough. No enlarged glands. Good general health. 
Several teeth present in poor state, one being opposite the 
ulcer. W.R. and Kahn, negative. Biopsy performed on 
February 1. Histology: Floor of ulcer composed of 
granulation tissue heavily infiltrated by polymorphs ; no 
evidence of malignancy (Fig. 2). A course of parenteral 
penicillin was given and dental clearance performed. March 
9, 1955: Ulcer completely healed. 


Case 3—A man aged 63 attended surgical clinic on May 
3, 1955, complaining of painful ulcer, 14 by 3 in. (3.8 b, 
1.9 cm.), in centre of tongue for four months. Slightly raised 
edge and yellow slough. No enlarged glands. Good gener::| 
health. Edentulous ; no irritating factor present on upper 
denture, which had been worn for 20 years. W.R. and 
Kahn, negative. Biopsy performed on May 6. Histology: 
The loose fibrous tissue underlying the acanthotic stratified 
squamous epithelium is heavily infiltrated by chronic in- 
flammatory cells. No evidence of malignancy or gumma. 
May 30: Ulcer healed. 


Discussion 


Penetrating ulcer of the tongue deserves widespread recog- 
nition and inclusion, in standard textbooks of medicine and 
surgery, because it resembles carcinoma exactly and the 
two conditions seem to occur with equal frequency. Irrita- 
tion by a mechanical factor is likely to be the cause of the 
ulcer, but this response of the tongue epithelium occurs only 
in later age groups. It is significant that at this hospital 
the lesion has not been seen in younger age groups, for a 
much higher percentage of them are dentulous. Biopsy 
of all such ulcers is imperative. The only salient clinical 
differences between penetrating ulcer and carcinoma are that 
pain is a constant complaint in the former and that deep 
induration is usual in the latter. 

So far as can be determined at present, successful treat- 
ment involves a course of parenteral penicillin and removal 
of any irritating factor. In the present state of our experi- 
ence the lesion is not pre-cancerous, but more widespread 
appraisal of the disease and prolonged follow-up should 
provide a final decision in some years. 


Summary 


A penetrating ulcer of the tongue with an incidence 
similar to carcinoma is described and illustrated. A plea 
is made for more widespread recognition of this lesion, 
which is quite distinct from the small acute “ dental” 
ulcers often seen at the edge of the tongue. 


I am grateful to Mr. N. M. Matheson for his advice and to 
Mr. O. D. Morris for access to records of patients under his care. 
I am indebted to Miss M. Nicholson for Fig. 1 and to Mr. A. 
Vinten for Fig. 2. . 
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The Australian Government has appointed a committee 
of inquiry into the future of the Australian universities. 
The inquiry arises out of a request by the Vice-Chancellors 
who approached the Government. This, according to an 
official source, is the first comprehensive inquiry to be made 
into the needs of Australian universities. The committee 
has been asked to indicate ways in which the universities 
might be organized so as to ensure that their long-term 
pattern of development is in the best interests of the nation, 
and in particular to inquire into such matters as the rok 
of the university in the Australian community ; the exten- 
sion and co-ordination of university facilities ; technologica' 
education at university level; and the financial needs 0! 
universities and appropriate means for their provision. I: 
is hoped that the committee will pay attention to what 
Australian universities could reasonably be expected to do 
how they might be organized to do this, and how thei: 
activities should be financed ; and that it will examine the 
adequacy of the Commonwealth scholarship scheme. Th: 
committee’s chairman is Sir KeirH Murray, chairman oi 
the British University Grants Committee, and among it: 
members is Sir CHARLES Morris, Vice-Chancellor of Leeds 
University. The committee will carry out its inquiry in 
July, August, and September. 
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Medical Memorandum 


Allergic Basis for Migraine: A Lesson from Loa loa 


It is not uncommon to suspect that attacks of migraine in 
a particular patient may have an allergic basis, usually on 
the somewhat insecure grounds of a history of other known 
allergic phenomena in that patient or the near relatives. 
Proof is rarely obtained ; a particular allergen is rarely in- 
criminated ; and though when antihistamines were first dis- 
covered there were hopeful reports of their efficacy in the 
treatment of migraine, yet they have, in general, proved 
most disappointing. 

That a direct relationship between allergy and migraine 
may, however, exist is illustrated in an unusually convincing 
manner by the following case. 


Case REPORT 


A 44-year-old woman was first seen on October 2, 1954, 
complaining of an intense recent aggravation of a long- 
standing tendency to migraine. She was admitted to hos- 
pital on October 12. From the age of 14 she had suffered 
from very infrequent attacks of severe headache, preceded 
either by loss of the right half of her field of vision or by an 
altitudinous hemianopia. The headaches were accompanied 
by vivid teichopsia in either field. Occasionally the teich- 
opsia was the only ocular phenomenon, and at times it 
occurred without accompanying headache. On _ two 
occasions the left arm had become numb prior to the onset 
of the headache. She had had many years of complete 
freedom, and the attacks were so rare as never to interfere 
with her activities. 

Ten months before admission she went to Nigeria and 
remained there for eight months. One week after arriving 
there she developed an intensely irritating rash which spread 
over the body from above downwards and lasted one week. 
Seven weeks before admission she felt a pricking sensation 
at the left ankle, which rapidly became greatly swollen, hot 
and tense, and over the next few days the swelling extended 
to involve the whole left leg, lasted ten days, and then sub- 
sided without any residual disability. Since this episode she 
had had repeated localized swellings, affecting either arm or 
leg, measuring several inches in diameter, appearing and 
subsiding spontaneously and painlessly over a three-day 
period. In addition she noticed areas of an urticarial nature 
about 1 in, (2.5 cm.) in diameter, appearing several times 
a day and lasting about 24 hours. The day before admission 
she developed one of the typical large swellings on the right 
arm, 

In the weeks since these swellings appeared her migrainous 
episodes had become both severe and very frequent, so that 
she had attacks every day and sometimes several short attacks 
during one day, in between which she would have transient 
hemianopia without subsequent headache. It was on account 
of the severity of these symptoms that she sought medical 
advice. 

On examination no abnormality was found in the central 
nervous, respiratory, cardiovascular, or gastro-intestinal 
systems. On the right upper arm there was an area of 
greyish-white brawny oedema, measuring 6 by 4 in. (15 by 
10 cm.), and clearly outlined by an erythematous margin. 
The swelling was hot but not tender; it did not pit on 
pressure ; there was no lymphangitis or enlargement of 
regional lymph nodes. The appearances were those of a 
Calabar swelling. On the left arm, leg, and buttock were 
small urticarial areas about the size of a florin. 

Investigations——X-ray films of chest and skull were 


normal. The cerebrospinal fluid was purposely not exam- | 


ined. Red blood count was normal. White blood counts, 
carried out daily, showed from 6,400 to 16,300 leucocytes 
per c.mm., of which the eosinophil count ranged from 


1,400 to 7,800 per c.mm. (direct count), Blood smears were 
examined at various times of the day and night, and, 
by the courtesy of Professor Maegraith, midday thick 
films were examined at the Liverpool School of Tropical 
Medicine. No Acanthocheilonema perstans or Loa loa 
microfilariae: were seen. 

While awaiting admission to hospital the patient was 
given promethazine hydrochloride, 25 mg., three times a 
day, and this was continued while awaiting supplies of di- 
ethylcarbamazine dihydrogen citrate (“ hetrazan From the 
first dose of promethazine there was a dramatic cessation of 
the migrainous symptoms and the urticarial areas on the 
skin ceased to appear. The antihistamine was continued 
throughout her subsequent full course of diethylcarbamazine 
and she had no further headache and no reaction to that 
drug until the last day of a three-weeks course, when on 
300 mg. three times a day. On this day she felt giddy and 
was abnormally drowsy for six hours. The diethylcarbam- 
azine was discontinued and she returned to normal rapidly. 
During the period of the treatment she had one typical 
Calabar swelling on the left thigh, lasting two days. 

The patient remained perfectly well. Within three months 
her white blood count was normal, with no eosinophils, 
and 18 months after discharge she had been entirely free 
from headache, hemianopia, or any form of swelling. 


COMMENT 


Microfilariae were not seen in this patient’s blood. Never- 
theless, the history of having lived in Nigeria, the typical 


Calabar swellings, the smaller more transient urticarial areas, 


and the very high eosinophilia make the diagnosis of loasis 
almost beyond doubt. 

It was, however, a striking fact that the patient came 
complaining, not of the swellings, but of the intensity and 
frequency of her attacks of migraine. 

Neurological complications in the course of loasis are not 
unknown, and van Bogaert and his collaborators (1955) give 
an extensive review of the literature on this aspect and 
describe in detail a fatal case of encephalitis. They con- 
sider that many of the reported neurological manifestations 
are allergic in origin and that the pathological findings in 
their case are consistent with a‘state of hypersensitivity. 

In the case reported here it seems reasonable to conclude 
that there was a direct causal relationship between the 
allergic state and the migraine. There was a known 
allergen ; there was clinical evidence of skin allergy ; and 
there was an abrupt cessation of severe migrainous attacks 
on giving antihistamines before any specific therapy directed 
towards eradication of the filariae had been started. 

The syndrome we know as migraine is probably the com- 
mon end of a variety of precipitating factors, and it may be 
that in only a small proportion of cases is there an allergic 
basis. If in each instance careful search and inquiry were 
made, from time to time commonly occurring allergens 
might be found to be the factors responsible, and, by 
removal, relief be obtained comparable to that reported in 
this patient, whose allergen was more clearly defined by 
virtue of its rarity. 

Epwin R. BickersTAFF, M.D., M.R.C.P., 
Consultant Neurologist, the, Midland Centre for Neurosurgery. 


van Bogaert, L., Dubois, A., Janssens, P. G., Radermecker, J., Tverdy, G., 
and Wanson, M, (1955). J. Neurol. Neurosurg. Psychiat., 18, 103. 


The Cultural Relations Division of the French Ministry 
of Foreign Affairs has begun publication of Informations 
Scientifiques, a bulletin which will contain information on 
recent developments in the fields of science, medicine, and 
agriculture. The bulletin, which will appear periodically, 
will be sent free to scientific organizations requesting it. 
It may be obtained through the Scientific Office of the 
French Embassy, 22, Wilton Crescent, London, S.W.1. 
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SIR GORDON HOLMES 
Selected Papers of Sir Gordon Holmes. Compiled and edited 
by F. M. R. Walshe. (Pp. 262+xii; illustrated. 20s.) 
London: Macmillan and Co. Ltd. 1956. 


The unusual prestige of British neurology has been largely 
determined by the achievements of the great exponents of 
the last two generations. In this twentieth century no one 
has done more to establish British neurology than Sir Gordon 
Holmes. It is no exaggeration to assert that the accepted 
present-day techniques of clinical examination of fhe nervous 
system, which in skilful hands reveal so much, directly stem 
from Holmes’s exemplar. Whether we realize it or not, in 
Medicine . . . “as in Life, the law of heredity holds good ; 
on est toujours le fils de quelqu’un,” as Oscar Wilde has 
truly said. 

The Guarantors of Brain, that journal of neurology which 
Holmes edited so long and with such authority, wisely 
decided to mark the occasion of his eightieth birthday by re- 
issuing a number of his earlier papers. The task of selec- 
tion was no easy matter, but Sir Francis Walshe did well 
in his eventual choice. Thus we find in the first place a 
series of articles dealing with the cerebellum, and therein 
we discern Holmes's original methods of detailed clinical 
analysis of the physiology of that organ in man. Holmes’s 
researches into the visual pathways are equally well known, 
and the original communications fittingly find a place in 
this volume. His views upon the cortical representation of 
vision, and especially of the macula, are well worth re- 
reading, and they contrast with the rival opinions of 
Henschen and of Bouwer. Lastly, the very topical theme of 
visuo-psychic disturbances from gross cerebral lesions be- 
comes illuminated in an interesting fashion when one refers 
to the pioneer papers written by Holmes (alone or in col- 
laboration with Gilbert Horrax) on such notions as visual 
attention and spatial and visual orientation. 

The reader will note the detached and careful way in 
which Holmes observes, records, and evaluates his facts, 
using the scientific and austere prose-style of a modern 
Tacitus. Each word is packed with meaning and stands out 
sincere and unembellished. 

Walshe as editor has provided a valuable preface with 
an eloquent appraisal of Holmes and his work. All this 
steady accumulation of scientific research, be it noted, has 
been effected by dint of “ private enterprise ” in the medical 
sphere. Walshe makes the telling point that it was the 
voluntary achievement of a physician, without university 
post or title, engaged in both hospital and private practice. 
It might be pointed out, too, that these researches were un- 
supported by expense grants or financial aid of any kind, 
being the outcome of sheer hard work, tireless devotion to 
an ideal, and innate intellectual brilliance. Holmes and his 
accomplishments are an inspiration and at the same time 
almost a reproach to those of us physicians who follow him 
and owe him so much. 

MACDONALD CRITCHLEY. 


INFANT METABOLISM 

Infant Metabolism. Edited by I. Herbert Scheinberg. Pro- 

ceedings of the W.H.O. Seminars held at Leyden and Stock- 

holm in October-November, 1950. Conducted by Evert 

Gorter, S. Z. Levine, and Arvid Wallgren. (Pp. 435+xxii; 

illustrated. 56s.) London and New York: The Macmillan 

Company. 1956. 
In 1950 two seminars were organized by the World Health 
Organization in Leyden and in Stockholm ; the proceedings 
of the latter have now been published under the title Infant 
Metabolism. Apparently the reporting arrangements at 
Leyden went wrong, but, since the Stockholm meeting to 
some extent repeated what had been discussed at Leyden, 
these verbatim proceedings probably give a good account 
of the total presentations. Although about 80 participants 
are listed for Leyden and over 60 for Stockholm, the form 


of the meetings appears to have been in smaller panel dis- 


cussions, The whole has been ably edited by Professor |. 
Herbert Scheinberg, of New York, whose name does not 
appear among “those present.” The object of these two 
gatherings was to discuss advances in knowledge of meta- 
bolism in the younger age group, no doubt hoping to fill up 
gaps in European work created by the war. In fact the 
contributions from war-occupied countries were remarkably 
valuable. The Danes in particular seem to have carried 
on good scientific work despite disturbances. There are 
reports of ten panel discussions. Three of these are more 
general, concerning metabolism in premature infants and 
in newborn infants, and on estimating nutritive status. The 
remainder deal with more special topics, such as water and 
electrolyte metabolism, vitamins, and protein metabolism. 
One of the most fascinating discussions arose in the panel 
on calcium, phosphorus, and vitamin D. On the inevitable 
problem of what exactly constitutes rickets no final con- 
clusion was arrived at, and, since this was six years ago, 
there is little mention of hypercalcaemia, though in some 
of the remarks made quite enormous doses of vitamin D 
are mentioned. 

The book is beautifully printed and produced, but regret- 
tably has no index. It could be a valuable reference book 
but for this omission, It has also to be wistfully regretted 
that, although nine countries were represented, the United 
Kingdom was left out of participation, though Dr. F. W. 
Clements batted well for the Commonwealth. 


ALAN MONCRIEFF. 


POTT’S DISEASE 

Pott's Paraplegia. By D. LI. Griffiths, H. J. Seddon, and R. 

Roaf. (Pp. 129+xiv; illustrated. 50s.) London, New York, 

Toronto: Oxford University Press. 1956. 

There is much important scientific information in this small 
book, which is the outcome of careful observations extend- 
ing over many years. The authors decided to pool their 
experiences of 175 patients, as they had certain views in 
common about the management of Pott’s paraplegia and 
evidence of the failure of conservative treatment. Although 
some of this work has been published recently this book 
will attract attention, as the subject is difficult and the 
condition not very common but may be lethal. Although 
tuberculosis of the spine is becoming less common in the 
United Kingdom, it is likely to continue in, some parts of 
the world, where this book should be particularly useful. 
It is acknowledged that most of this report is on patients 
seen before the introduction of streptomycin. 

The purpose of the book is to review the clinical features 
and pathology of Pott’s disease, the need for operative 
intervention, and the results of such treatment. The indica- 
tions for operation are stated in categories of “ absglute ” 
and “relative.” The authors find that a decompression is 
the most effective method of treatment for paraplegia, and 
in this respect their experience differs from that of 
Alexander. The evolution of operative treatment from 
laminectomy to antero-lateral decompression is described. 
The technique, difficulties, and dangers of antero-lateral de- 
compression and of costo-transversectomy are stated in an 
authoritative manner with well-chosen and clear illustra- 
tions. There are many tables and analyses of cases, show- 
ing careful records, The illustrations are excellent, and 
it should be appreciated that many are from photographs 
and radiographs of the spine which are difficult to reproduce. 
The authors are to be congratulated on this record of work, 
to which much thought has been given. 


Str. J. D. Buxton. 


Methods of Chemical Analysis as Applied to Sewage and 
Sewage Effluents is a small technical manual which first appeared 
in 1929, A second edition, revised by a committee appointed by 
the Ministry of Health, has now been published by H.M. 
Stationery Office (10s.). It describes in detail tests for measuring 
most of the constituents of sewage that are of significance in its 
disposal. 
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The growth and function of anterior pituitary tissue 
outside the domain of the sella turcica and hypo- 
thalamus have been much debated. The results of 
experimental work show that, though the anterior 
hypophysis may retain some cellular differentiation 
and a good blood supply after separation from the 
influence of the: hypothalamus (by hypothalamic 


lesions, section of the pituitary stalk, or ‘pituitary 


transplantation), gonadotrophic activity is completely 
lost, and adrenocorticotrophic and thyrotrophic func- 
tions are at least greatly reduced. Data are scanty 
on lactogenic and somatotrophic secretion. The 
findings of the more reliable studies show that the 
influence of the hypothalamus. in maintaining and 
regulating the activity of the adenohypophysis is 
mediated through the hypophysial portal vessels of 
the pituitary stalk. 

Metastases from primary carcinomata of the 
anterior pituitary are very rarely seen, if ever, though 
they arise only too commonly from carcinomata of 
other endocrine glands such as the ovary, testis, 
thyroid, and adrenal cortex. Sir Geoffrey Jefferson’ 
has recently, in his Sherrington Lectures at the 
University of Liverpool, discussed the problem of the 
invasive adenomata of the anterior pituitary. He 
desoribed fourteen cases in which an adenoma of the 
adenohypophysis showed local spread and infiltration. 
In many of these cases the cells were malignant in 
type—anaplastic and undifferentiated—though none 
of them showed any sign of metastases. The fact that 
locally malignant tumours of the anterior pituitary do 
not metastasize is a general finding. A. B. King,’ 


Tye Jefferson, Sir G., Sherrington Lectures 3, The Invasive Adenomas of the 
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R. A. Willis, and N. W. Winkelman, C. Cassel, and 
B. Schlesinger,‘ and others all agree on the rarity of 
the occurrence if it ever occurs. Although the usual 
criteria of malignancy (mitoses, anaplasia, loss of 
functional arrangement, and marked invasion of the 
surrounding tissues) are all applicable to invasive 
pituitary “ adenomata,” secondary growths do not 
seem to appear. Thus the question arises, Why are 
secondary, metastases so rare from pituitary tumours 
when they are so common from carcinomata of other 
endocrine glands ? Several answers suggest them- 
selves. First, pituitary carcinomata are in them- 
selves rare. However, Jefferson says, “ Really massive 
extensions occur in at least 10% of pituitary 
adenomas.” Secondly, patients with untreatable 
pituitary tumours may die before the tumour grows 
large enough to metastasize. But in Jefferson’s series 
of invasive adenomata the majority lived four, five, or 
seven years. Thirdly, the pituitary gland lacks a 
lymphatic drainage necessary for the spread of such 
a tumour. It may be recalled here that gliomata of 
the brain very rarely spread to distant organs.* How- 
ever, a primary glioma of the brain is not infrequently 
associated with subarachnoid spinal metastases.’ An 
invasive pituitary tumour does not metastasize even 
in this way. Cairns and Dorothy Russell described 
the case of a female, aged 25 years, who died in a 
coma with hyperglycaemia, apparently in consequence 
of a large, very soft pituitary adenoma. During life 
this patient had cells of a peculiar type in the cerebro- 
spinal fluid, and after death multinucleated cells 
identical with those forming the primary tumour were 
found in the subarachnoid space, though “ they did 
not appear in any way to be grafted on to the struc- 
tures in their environment.” Therefore pituitary 
tumours and gliomata seem to differ in regard to 
their spread in the cerebrospinal fluid. While cells 
of pituitary tumours may disseminate in the cerebro- 
spinal fluid, there is no evidence that they become — 
implanted in distant meninges and grow as separate 
tumour masses. 

But to account for the lack of metastases from 
pituitary tumours another possibility should be con- 
sidered. In recent years evidence has accumulated 
that carcinomata in organs related to the endocrine 
system grow at a rate which, at least in the early 
stages, may be dependent on the presence of the 
normal stimulus to activity of the tissue from which 
they arise. Thus a carcinoma arising from a lactating 
breast has a high growth rate; the growth of a 
mammary carcinoma and its metastases may be 
arrested by hypophysectomy ; and the growth of car- 
cinoma of the prostate may be brought to a standstill 
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by castration or administration of stilboestrol. If, 
then, the growth of such primary and secondary 
tumours is dependent on the presence of the normal 
physiological stimulus to the tissue from which they 
arise, it might be reasoned that secondaries from 
tumours of the ovaries, testis, adrenal cortex, or 
thyroid which receive a supply of the appropriate 
pituitary eutrophic hormone, wherever situated in 
the body, may occur and grow readily, but that 
secondaries from pituitary carcinomata would not 
receive the normal stimulus to anterior pituitary 
activity if situated outside the vascular territory of 
the hypophysial portal system of vessels and for that 
reason are not seen. 

In a recent article J. D. Boyd® emphasizes the 
existence of the pharyngeal hypophysis in the human 
foetus. He describes the presence of this structure 
in all but one of fifty prenatal specimens and three 
full-term stillborn infants, and remarks that this 
derivative of Rathke’s pouch has structural features 
closely resembling those of the normal adenohypo- 
physis. It was found to be richly supplied with blood 
vessels, and nerve fibres derived from the sphenopala- 
tine ganglion were observed to penetrate it. In survey- 
ing the literature, Boyd comments that the pharyngeal 
hypophysis is constantly present only in man and the 
dog, and that its cells can differentiate to at least a 
slight degree, as do those of the adenohypophysis. 
These findings may have an important bearing on the 
performance of hypophysectomy for mammary car- 
cinoma and other conditions, and it becomes of 
interest to know whether the pharyngeal hypophysis 
is a functional entity or not. Boyd suggests that the 
structure is active because it shows some (if slight) 
cellular differentiation and possesses a rich blood 
supply and a nerve supply. However, anterior 
pituitary tissue which is inactive may show some 
cellular differentiation and retain a good blood supply. 
The significance of a nerve supply is doubtful, since, 
recent electron-microscopic studies have shown the 
normal pars distalis to be devoid of a nerve supply. 
The reasons put forward by Boyd cannot then be 
taken as evidence for functional activity by the 
pharyngeal hypophysis, and as he himself points out: 
“Tt must be stressed, however, that the association of 
any normal function with the pharyngeal hypophysis 
remains to be sought.” Experimental data on the 
function of anterior pituitary tissue separated from 
the hypothalamus indicate that normal function in 
the pharyngeal hypophysis is hardly to be expected. 
What direct evidence there is argues against any 
activity in this embryological remnant. B. F. Kings- 
bury’ records the observations made on six adult dogs 


hypophysectomized some six weeks earlier. In none 
of the animals was there evidence indicative of a 
residual hypophysial function. Further, S. Tolins and 
R. A. Moore* were unable to detect any endocrine 
activity in extracts of the pharyngeal hypophysis of 
the dog. However, though the dog always has a 
pharyngeal hypophysis, it tends to become cystic after 
birth. The evidence so far obtained from studies of 
hypophysectomy in man indicates, in spite of the claims 
of W. Muller,’ that complete removal of the pituitary 
gland ‘results in a state comparable to that seen in the 
lower mammals. Many workers'®~** have found that 
typical loss of gonadotrophic, thyrotrophic, and 
adrenocorticotrophic function follows hypophysec- 
tomy in man. There is little reason to suspect that 
the pharyngeal hypophysis can compensate in any 
way for the loss of the pituitary gland. 


CORTISONE AND ASTHMA 


Despite many recent advances in treatment, bronchial 
asthma still remains a challenge to modern therapy. 
Not only do asthmatic patients continue to suffer for 
many years from chronic disability, but they are liable 
to severe and distressing exacerbations needing urgent 
treatment if life itself is not to be endangered.'? It 
is a sad reflection that most family doctors have under 
their care many patients who have undergone all 
forms of orthodox, and many forms of unorthodox, 
treatment and yet remain victims of constant dys- 
pnoea and wheezing. Their suffering is only partially 
mitigated by continued and often surreptitious 
recourse to their favourite brand of antispasmodic. 
Since asthma is to some extent an allergic disorder it 
was hoped with the advent of corticosteroid therapy 
that cortisone and corticotrophin might bring relief 
and possibly offer a chance of cure to the asthmatic. 
Early reports soon confirmed that these drugs were 
efficacious, but, as so often happens, the initial 
enthusiasm later gave way to some scepticism and 
caution.** It is not surprising that in a disorder as 
capricious as asthma there is some difficulty in assess- 
ing the value of treatment; indeed, it is an adage 
known to all clinicians that “any new treatment 
seems to work for a time.” 

In an attempt to assess more accurately the efficacy 
of cortisone in chronic asthma and in severe asthmatic 


? Robertson, C. K., and Sinclair, K., British Medical Journal, 1954, 1, 187. 
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® Report to the Medical Research Council by the Subcommittee on Clinical 
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attacks, a subcommittee of the Medical Research 
Council has analysed the results of two therapeutic 
trials.°* In the first, the effect of cortisone was com- 
oared with that of a placebo in patients with chronic 
asthma—patients with respiratory infection and 
those given to spontaneous remissions being ex- 
cluded. Neither the patients nor the physicians knew 
whether cortisone or the placebo tablets were being 
given until the results were assessed. It was concluded 
that the patients receiving cortisone were definitely, 
though not very markedly, improved during the early 
weeks of treatment. This early improvement, however, 
was not maintained beyond a period of about two 
months, after which there was no real difference 
between the treated patients and the controls. The 
second trial was planned to determine the value of 
cortisone in status asthmaticus. Cortisone was given 
to certain patients in addition to standard treatment, 
and the results of treatment compared with those 
achieved by using standard methods and a placebo 
tablet indistinguishable from cortisone. The dose of 
cortisone was 350 mg. on the first day, 200 mg. on the 
second day, and was then slowly reduced until the 
ninth day, after which the drug was discontinued. This 
trial showed beyond doubt that patients receiving corti- 
sone responded more rapidly and more completely than 
the controls. Nevertheless, it is encouraging to note 
that routine methods for treating status asthmaticus— 
with antispasmodics and oxygen—were so successful 
that many patients recovered before cortisone treat- 
ment could be started. 

Statistical evidence from blind trials of this sort 
does not necessarily indicate the correct treatment for 
individual patients, and certainly reports have shown 
that some asthmatics apparently do well on prolonged 
treatment with cortisone.’ But it is disturbing that a 
number of unexplained deaths have occurred in asth- 
matic patients given cortisone over a long period.* 
The reports to the Medical Research Council confirm 
the impressions of most physicians that cortisone is 
best used in the acute and severe phases of asthma 
when more conventional ways of treatment have 
failed. Though a minority of patients might need 
prolonged treatment, the slight advantages of this 
should be carefully weighed against the serious risk 
of complications from continued administration and 
the tragic possibility, however remote, of sudden 
death. In the Medical Research Council’s trials corti- 
sone was used because it was more readily available 
and easier to administer than corticotrophin. Corti- 
cotrophin, however, has probably become the more 
popular drug in the treatment of status asthmaticus 
in hospital practice. Although corticotrophin is not 
yet available to general practitioners no doubt it will 


become more abundant, and it would be instructive 
to compare results from the two drugs in controlled 
trials. 

Nowadays when new drugs are introduced in the 
treatment of a disease they are usually rightly sub- 
mitted to critical trial before their efficacy is accepted, 
whereas traditional treatment often goes unchallenged. 
Thus, although we are now able to appraise the role 
of cortisone in asthma, widely divergent opinions are 
held about the merits of most other forms of treat- 
ment. It would be salutary, and possibly quite sur- 
prising, to see the results of controlled trials rigidly 
applied to such treatment as protein desensitization, 
inhalation of various gases, breathing exercises, and 
other forms of treatment which are often used for the 
relief of asthma. a 


SOIL AND CANCER 


Observations on the occurrence of multiple cases of 
cancer in certain houses led at one time to a “ cancer 
house” hypothesis, and statistical studies were then 
made to find whether this happened more often than 
might be expected by chance. Such a study at Lyons in 
1933! failed to show any difference in this respect 
between deaths from cancer and deaths from all causes ; 
and in 1935 P. Stocks? found from the distribution of 
3,500 fatal cases of cancer in houses in Worcester and 
Bristol that, though multiple deaths tended to occur in 
the same or adjacent houses more often than would be 
expected if the people were distributed uniformly, the 
census showed that people over 55 years of age were in 
fact clustered together in the same way as the cancer 
cases. Any effects of soil on cancer incidence would 
hardly be manifest in large towns, however, and should 
be looked for in rural areas. 

Some 90 years ago W. Farr and A. Haviland* deduced 
from a geological map of England and Wales that 
registration districts with high crude death rates for 
cancer in women tended to coincide with low-lying clay 
areas liable to seasonal flooding by rivers, whereas chalk 
and limestone areas tended to have low rates, and the 
thesis was elaborated later.4° Certification at death of 
many forms of cancer at that time was far from 
complete in rural areas, and the rates could not be 
standardized for age, so it was hardly surprising that 
the cancer maps by counties prepared by Stocks** 
differed a good deal from Haviland’s. In Wales crude 
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death rates for cancer in the early days of death registra- 
tion were low, but the standardized rates in the last 30 
years have been uncommonly high. Indeed, when the 
60 county aggregates of rural districts in England and 
Wales are ranked according to their comparative mor- 
tality figures for gastric cancer, the 7 counties with 
highest mortality are all in Wales, and the first 17 con- 
sist of Wales and the English Lake District, where 
igneous rock is close to the surface, and the Fen district, 
with peaty soil. Of the 8 lowest-ranking counties, on 
the other hand, 7 have underlying chalk in their geologi- 
cal formation. In Holland also, J. C. Diehl and 
S. W. Tromp® have shown by study of death rates for 
gastric cancer in 1946-52 in about 1,100 municipalities 
that peat and sea-clay soils tend to have higher rates 
than river-clay soils. For example, the equivalent 
average death rates per 10,000 males at ages between 50 
and 80 were 247 on peat soils, 203 on sea clay, 194 on 
sandy soils, and 170 on river clay. In a more recent 
paper Tromp'® has produced maps of death rates for 
stomach cancer at different ages by provinces in 1946-52, 
and at ages over 50 by separate municipalities, and he 
concludes that mortality was in general greater in 
agricultural than industrial municipalities. R. I. Davies 
and G. Wynne Griffith'' investigated the soil groups in 
Anglesey characterizing localities where people had died 
of cancer during 1943-52, the residences being pin- 
pointed on the map of the soil survey. They classified 
soils into three main groups, (a) subject to late spring 
and summer drought owing to shallowness or excessive 
drainage, (8) with equable distribution of moisture 
owing to a fluctuating water table at all seasons, and (y) 
with a prolonged wet season owing to poor drainage. 
There were 1,148 deaths, and the ratios of stomach to 
other cancer showed a statistically significant excess of 
stomach cancer on £ soils. Later 238 of the deaths 
from stomach cancer were matched against non-cancer 
deaths, and this confirmed the tendency for stomach 
cancer to occur on soils of the 8 group, while other 
cancers did not show this relationship. 

In his most recent progress report on the environ- 
mental survey of cancer in North Wales and the Liver- 
pool Hospital Region P. Stocks'* gave some first results 
of analysing soils from gardens of houses where a 
resident had died of cancer. In respect of organic 
carbon content and total carbonaceous matter as 
measured by loss of weight on igniting the dried soil, 
gastric cancer seems to have occurred after long 
residence (but not after short residence) more often 
where the soil contained certain proportions of these 
constituents than was to be expected from controls. No 
such peculiar relation with length of residence was found 
for the other forms of cancer under investigation. 
Moreover, the soil characteristics manifesting this 
statistical correlation with stomach cancer correspond 
in general with those of the 8 group defined in the 
independent Anglesey study. If these tentative findings 
are confirmed in the complete report, it will be necessary 
to consider in what way soil could affect the incidence 
of gastric cancer, whether through organic carcinogens 
trace elements, radiation, or other means. 


FEVER AFTER MITRAL VALVOTOMY 


After mitral valve operations some patients whose early 
course has been uneventful later develop a fever and 
chest pain, the cause of which is not apparent. These 
symptoms are usually seen about one or two months 
after operation, occasionally within two weeks but 
sometimes after longer delay, even over a year. Most 
reports have come from the U.S.A.,'? where the symp- 
toms are known as the post-commissurotomy syndrome, 
post-valvotomy syndrome, or post-cardiotomy syndrome. 
The incidence of the syndrome varies from about 6% 
to 40% or over of the patients receiving operation. It is 
also seen in Britain, but not very often. Paul Wood 
reported a rate of 10%.° 

The onset of the syndrome is usually abrupt. The 
most common symptom is pain, felt in the left anterior 
chest, usually deep-seated and constricting, sometimes 
sharp, and occasionally severe. It may radiate to the 
left shoulder or neck or sometimes to the right side. 
There is typically a coincident fever, with the tempera- 
ture up to 102° F. (38.9° C.), rarely higher ; it usually 
subsides after a few days but may recur after a few 
weeks, sometimes on several occasions. Other less 
common symptoms include dyspnoea, cough and haemo- 
ptysis, joint and muscle pains, pleurisy, and abdominal 
pain. 

The fever apart, these patients seldom appear seriously 
ill. Rales may be heard in the lungs, especially on the 
left side, and pleural effusion is common. Pericardial 
friction or effusion is sometimes found ; cardiac signs 
are meagre, though tachycardia is commor, whether the 
patient has regular rhythm or atrial fibrillation. Fibril- 
lation may begin, but its onset after operation is 
frequently not associated with the other features of the 
syndrome. Spontaneous reversion to normal rhythm may 
occur or be induced with quinidine. Episodes of con- 
gestive heart failure may be seen, but are usually readily 
controlled. Laboratory findings are not specific. A mild 
leucocytosis and a raised sedimentation rate are found, 
but no anaemia; effusions are sterile. There is no 
correlation between the finding of Aschoff bodies in the 
wall of the auricular appendage removed at operation 
and the occurrence of the syndrome. The.chest radio- 
graph may show pleural or pericardial effusion, and the 
electrocardiograph abnormal rhythm or evidence of peri- 
carditis. The course is benign. Symptoms gradually 
subside during several days, and serious sequelae do not 
occur, though recurrence of symptoms is common. 

The syndrome was first observed after mitral valvo- 
tomy, but has also occurred in cases when only explora- 
tion has been performed and no incision made in the 
heart. It has occasionally been seen after operations for 
congenital heart disease. As a rule no evidence can be 
found of rheumatic activity or of bacterial infection. 
The symptoms resemble those seen in cases of peri- 
carditis, particularly traumatic pericarditis, and it is 
generally believed that this is the cause. Most surgeons 
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after heart operations suture the pericardium very 
loosely, so as to allow the fluid which forms to drain 
into the pleura and to avoid tamponade. If the precau- 
tion is also taken of washing out or sucking away all 
blood clot from the pericardial cavity, the likelihood of 
the syndrome is reduced. As a rule no treatment is 
required, but aspirin relieves the symptoms and cortisone 
is rapidly effective. Chemotherapy has no effect and no 
prophylactic value. D. T. Dresdale and his colleagues? 
have given cortisone to all patients having operations on 
the mitral valve, and report a much lowered incidence 
of the syndrome. It is doubtful whether this practice 
will find universal favour. 


STEREOTAXIS AS AN AID TO 
NEUROSURGERY 

The use of a stereotaxic technique for locating structures 
in the brain of the living animal was first described by 
Victor Horsley and R. H. Clarke in 1908.' Clarke had 
designed an apparatus which allowed the physiologist 
accurately to place a needle electrode into most areas of 
the brain. During his lifetime he did not receive the 
recognition that was due to him for a remarkable and 
fruitful invention, the principle of which is simple. The 
head of an anaesthetized animal is firmly secured, and 
a movable arm holding the electrode travels along a bar 
parallel to the skull, so that the electrode can be inserted 
vertically through a burr hole to any desired depth in 
the brain. The instrument is calibrated in millimetres, 
and areas of the brain are located by the use of 
co-ordinates based on skull sutures and a line joining the 
auditory meati as reference points. Excellent atlases are 
available for many of the common laboratory animals, 
including the rhesus monkey, cat, rabbit, and rat. The 
instrument is particularly valuable for studying the func- 
tion of subcortical areas and was first used for produ- 
cing destructive lesions by electro-coagulation. Stimula- 
tion of the brain of the anaesthetized animal, analogous 
to the experiments carried out on peripheral nerves, soon 
followed. A notable advance was made by the Swiss 
physiologist W. R. Hess,? who, although working with- 
out the apparatus of Horsley and Clarke, showed that it 
was possible to implant electrodes permanently in the 
hypothalamus of the cat without disturbing the well- 
being of the animal. This has considerably extended 
the possibilities of the technique. Electroencephalo- 
graphic recordings can now be obtained in the 
unanaesthetized animal, drugs can be injected through 
permanently implanted needle guides, and electrical 
stimulation can be carried out for prolonged periods. 
Ultrasonic waves and ionizing radiations have been used 
to produce necrosis of sharply defined areas of the brain. 

Clarke* hoped that his apparatus might eventually be 
adapted for use in human patients, and the first instru- 


~ ment for this purpose was described by E. A. Spiegel, 
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H. T. Wycis, and their colleagues‘ in 1947. At the 
present time at least a dozen instruments are available, 
including one designed in Britain by W. C. Lister and 
S. L. Sherwood.’ They have been used for implanting 
radio-isotopes into brain tumours, for injecting alcohol 
into the thalamus of patients with intractable pain, and 
for destroying subcortical tissues in patients with mental 
disease. Electroencephalographic recordings have also 
been obtained from the deeper parts of the brain. There 
are of course many difficulties in the design and handling 
of such instruments which do not arise in animal experi- 
ments. They must be light in weight, durable, able to 
stand up to sterilization, and easy to handle during 
operation. For the accurate location of different parts 
of the brain some form of radiographic control is 
necessary. Ventriculography® and the position of the 
pineal gland, as well as bony structures of the skull, are 
used for reference. If the technique proves useful 
clinically—and the surgery of psychiatric disorders seems 
to be a promising field—perhaps the neuroanatomist will + 
be able to prepare an ‘atlas of the human brain similar 
to that of Spiegel and Wycis’ but based on the type of 
co-ordinates used in the experimental animal. This 
would greatly simplify the surgeon’s task. 


EMOTIONS AND EPILEPSY 


Research into epilepsy has recently been extended to the 
study of the auras that patients experience. As is usual 
with studies on this disease, it is often hard to improve 
upon Hughlings Jackson’s original, accurate, and detailed 
descriptions, and harder still to enlarge upon his simple 
but profound analysis of their pathology. Among 
interesting recent. contributions is Denis Williams’s 
study! of the structure of emotion as reflected in 
epileptic experiences. A hundred experiences were 
studied in about 2,000 epileptics. The most interesting 
point that emerges is that the range of emotions 
experienced was narrow, and confined to the “ primary ” 
emotions of fear (61), depression (21), pleasure (9), and 
unpleasure (9). Anger and rage were observed in some 
other cases, which will be the subject of a later paper. 
In all except one case the emotion was associated with 
other ictal sensations (hallucinations, déja-vu, and 
somatic or visceral feelings). Cognitive activity was 
rarely part of the aura, and, though elaborate 
experiences might be described, they had the diffuse 
quality of dreamy states, as Hughlings Jackson so aptly 
called them long ago. 

Williams relied mainly on electroencephalographic 
studies for locating the probable site of origin of 
the discharging lesions, though some were verified 
by operation. In 30 of the 61 cases showing fear 
he found anterior temporal foci, in 17 cases middle 
temporal foci, and in the other 9 none could be 
located. It is probable that almost all the foci 
were below the Sylvian fissure, mostly deep in the 
temporal lobe, but some were inferior frontal. This 


fy D., Brain, 1956, 79, 29. 
7 Meyer, A., and Beck, E., Proc. roy. Soc. Med., 1955, 48, 4$7. 
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predominance of lesions in the region of the deep 
temporal lobe accords well with experimental data 
obtained in research on animals. Complex epileptic 
seizures of “psychomotor” type were found to be 
accompanied by movements and visceral activities that 
would be appropriate to the animal experiencing 
emotion, especially fear. Furthermore, lesions in the 
deeper regions of the temporal lobe (uncus, amygdaloid, 
hippocampus) are the commonest findings in the opera- 
tive specimens obtained by temporal lobectomy.* 
Most of these patients had had complex auras with 
alfective experiences. 

There seems to be a neurophysiological mechanism 
for the expression of, and the experience of, emotional 
States; it comprises viscero-motor and sensory, and 
somato-motor and sensory, and special-sense activities. 
An epileptic discharge activates in a_ typical, brief, 
telescoped, stereotyped fashion some or all of these 
various components, in the same way as an epileptic 
discharge in the lower level of the motor cortex produces 
a distortion of the smooth motor activity mediated by 
this region. We have not yet gained any idea why one 
particular epileptic attack should pick out only certain 
elements of what is usually a smoothly co-ordinated 
response. Neither the form of the spike in the temporal- 
lobe electroencephalogram nor the pattern of the actual 
seizure, if it is recorded, gives any information about the 
probable type of emotion experienced or what sort of 
visceral somatic activity might be associated with it. 
However, from psychological and psychiatric studies 
some interesting observations have been made by 
A. W. Epstein and F. Ervin,’ and D. Hill and 
W. Mitchell.* Both groups of authors have pointed out 
that the resemblance of the dreamy state to a dream 
can be extended to finding in both of them similar 
mechanisms of distortion, condensation, secondary 
elaboration, and so on, such as were first described by 
Freud in his classical study The Interpretation of 
Dreams. Individual case histories of epileptics partially 
psycho-analysed have been published for many years,° 
but most of these repotts pay scant attention to the 
actual epileptic aura, and the type and frequency. of fits 
are hard to discern. Epstein and Ervin have also noted 
that the reported content of an aura changes during 
psychotherapy in a psychodynamically meaningful way, 
as dreams do, and the number of fits increases during 
times of increased emotional tension. The question 
arises, therefore, of what elements of an aura, if any, 
can be ascribed directly to the epileptic discharge. 

The emotions that Williams’s subjects reported 
correspond closely to the primitive emotions described 
by psychologists as the only ones occurring in babies. 
Depression is a more elaborate state somewhat different 
from the rest, and it is interesting to note that the form 
in which this emotion appears in Williams's patients also 
differs from the other ictal experiences. It tends to last 
longer and be less clearly an aura phenomenon only, so 
its neurophysiological substrate is not as definite as with 
fear, pleasure, and unpleasure. Williams speaks of a 
hallucinated emotion comparable to an ordinary sensory 
hallucination, which is a precept without apparent 
stimulus. He assumes a distinction between such 


organic hallucinations and psychotic hallucinations, but 
at present this does not seem quite as clear-cut. His 
idea would be more useful if the mechanisms of ordinary 
hallucinations were understood. It seems possible that 
the effects of Jacksonian epileptic discharge are brief and 
distorted primitive emotional states, with their appro- 
priate viscero-motor and viscero-sensory components. 
What aspects of this state may be reported by the sub- 
ject and what cognitive components grafted on to it are 
dependent on secondary psychopathological processes 
comparable to the “ dream work ” of Freud, and related 
to personality structure and previous experience. The 
study of epileptic patients thus continues to be an 
important and useful method of investigating the inter- 
action of mental and physiological events, with implica- 
tions that go far beyond the phenomenology of the 
seizures themselves. 


S.H.M.0O.s IN CONSULTANT POSTS 


After continued representation by the Staff Side of 
Whitley Committee B, the Management Side of that 
body has agreed to a review of the remuneration of cer- 
tain senior hospital medical officers in consultant posts. 
According to the agreement, which is reported at p. 60 
of this week's Supplement, three categories of S.H.M.O.s 
may apply for a review of their remuneration. They are 
those who hold posts which are established as consultant 
posts ; those who hold posts which for the purpose of 
replacement would be graded as consultant posts (many 
in these two categories will be those who held appoint- 
ments on the staffs of hospitals before July 5, 1948, but 
were not given consultant grading in the National Health 
Service, and have continued in the same appointments) ; 
and others who carry out consultant work with full and 
independent responsibility. The Management Side 
would not agree that all S.H.M.O.s. in posts of a con- 
sultant nature should automatically be paid on the con- 
sultant scale. Each individual case is to be examined on 
its merits. It should not be difficult to define those who 
come into the first category. There may well be, how- 
ever, a conflict of opinion on those—and the number 
must be considerable—whose work is of a kind that 
qualifies them for consideration under the second and 
third categories. The Management Side will no doubt 
look very closely at each application, but the Staff Side, 
by its persistence, has managed to get a foot in the door, 
however grudgingly it has been opened. The history of 
the S.H.M.O. grade makes one of the unhappiest chap- 
ters in the Health Service story. It is a record of a group 
—who in numbers form one-third of all specialist hos- 
pital staff and upon whom therefore the hospital service 
must largely depend—who have become increasingly 
incensed at the injustice of their lot. As Dr. C. B. V. 
Walker puts it in a letter at p. 61 of this week’s Supple- 
ment, the S.H.M.O. grade has created “a class working 
at substandard rates...a sort of ‘minus merit 
award.’ ” It is yet to be seen how many will benefit from 
this review, but if the rate for the job has any meaning 
in common justice a large number of S.H.M.O.s would 
appear to have an unanswerable case for an increase in 
remuneration. 
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THE CHILD HANDICAPPED BY 
CARDIAC CONDITIONS* 


BY 


N. B. CAPON, M.D., F.R.C.P. 
Professor of Child Health, University of Liverpool 


The cardiac causes of crippling in childhood fall into 
two main categories—congenital cardiovascular lesions 
and rheumatic carditis. There are, of course, other 
examples—often of great medical interest—but they are 
comparatively rare, and I need not mention them. 

There is a general impression that over the past fifteen 
years or so congenital deformities of the heart and large 
vessels have become more common, while rheumatic 
carditis has diminished in frequency. It is difficult to 
obtain reliable evidence. In regard to congenital mal- 
formations, the great advances made during recent years 
in the surgical treatment of these deformities, and in 
anaesthesia for these patients, have focused the atten- 
tion both of doctors and of parents upon this type of 
disability, and the hospital services for the detailed 
diagnosis and treatment of these cases are under increas- 
ing pressure. Certainly it would be interesting and help- 
ful to know (1) whether the incidence of congenital 
cardiac deformity is increasing, because this might have 
a bearing upon possible means of prevention ; and (2) 
the percentage of children suffering with congenital 
cardiac deformity that might be amenable to surgical 
treatment. Clearly this proportion is likely to increase, 
year by year, as surgical and anaesthetic techniques 
expand and improve. 


Congenital Cardiovascular Lesions 


Some light can be thrown upon the incidence of congenital 
cardiac deformity by studying the paediatric reports of 
maternity hospitals; but even the most detailed of these 
cannot give a certain answer, because the clinical signs of the 
handicap may not appear until the child has left hospital ; 
and it must be remembered that a systolic murmur can be 
heard in 1% to 2% of all newborn babies, and may disappear 
again within a few weeks. In a series of 6,053 newborn 
infants (live births and stillbirths) reported by Richards et al. 
(1955) it was found that 7.6 per 1,000 of the live-born had 
congenital cardiac deformities, and 10 of these babies (26%) 
died in the neonatal period. At the Liverpool Maternity 
Hospital the incidence of congenital abnormality of all types 
(not cardiovascular only) is about 20 per 1,000 live births ; 
and an analysis of the 20,339 live births in the hospital during 
the eight-year period 1946-53, inclusive, shows that 56 (or 2.7 
per 1,000) almost certainly had a congenital cardiovascular 
lesion, while an additional 43 were “ possible” cases. I 
estimate from these figures that the incidence of congenital 
heart deformity in the Liverpool Maternity Hospital is 
probably about 3 to 4 per 1,000 live births. 

It is worth noting that of the 56 definite cases 13 (23%) 
died during the first two months of life, and that this figure 
compares closely with the 26% noted in the American study 
as dying in the neonatal period. It would appear, therefore, 

/ that about one-quarter of all congenital cardiacs born alive 
have very serious, and often multiple, anomalies in the heart 
and large vessels, and sometimes abnormalities elsewhere ; 
and that these cases are seldom suitable for surgical treat- 
ment, especially when there are complications such as 
pneumonia or atelectasis. 


*Read at a Plenary Session at the Annual Meeting of the 
British Medical Association, Brighton, 1956. 


The deaths of congenital cardiacs during the first five years 
of life reduce the incidence of congenital cardiac deformity 
to a figure that has been thought to be about 2 per 1,000 
during school age, which would represent about 13,000 
affected children in England and Wales. But it may be that 
this estimate is too small, and I am indebted to Dr. J. A. 
Scott, Medical Officer of Health to the London County 
Council, for the following information. In 1954 some 5,000 
children out of a new intake of about 41,000 to the primary 
schools were examined to determine whether special educa- 
tional treatment was necessary, and 23 cases of congenital 
cardiac malformations were found—an incidence of 4.6 per 
1,000. 

Here is a considerable problem for the medical and 
educational services, as well as for the affected children and 
their relatives. Two practical questions at once suggest 
themselves : (1) Is it possible to take any steps to prevent 
congenital cardiac deformities ? ; and (2) How many of the 
affected children can be helped, or perhaps cured, by surgical 
treatment ? The answer to the first question, unfortunately, 
is no. It seems probable that many of the cases are due to 
genetic imperfections, though they are seldom familiat. 
Rubella affecting the mother early in her pregnancy is a rare 
cause. Probably there are other maternal infections, as 
well as metabolic disorders and faulty implantation, that 
disturb the normal nutrition of the early embryo, but we 
do not know what they are. 


Surgical Treatment 


In regard to the operative treatment of congenital cardio- 
vascular disorder, an uncomplicated persistent ductus 
arteriosus presents little difficulty to the experienced surgeon 
except in the early months of life and when the ductus is 
unusually wide; pulmonary stenosis (whether valvular or 
infundibular) is being tackled with increasing success ; and 
operative treatment will often relieve the handicap suffered 
by a child with Fallot’s tetralogy. Techniques are being 
devised and are now in use to close interatrial septal defects. 
Coarctation of the aorta lends itself fairly well to operative 
treatment, and the constricting effect of an aortic ring can 
often be removed. 

So far we have no reliable figures giving the percentage 
occurrences of these various types of lesion in clinical prac- 
tice, but interatrial and interventricular defects are the most 
frequent, followed by persistent ductus arteriosus, pulmonary 
stenosis, Fallot’s tetralogy, and aortic coarctation in that 
order. Gasul and Fell (1956) have reported their findings in 
a series of 1,395 congenital cardiacs, 90% of whom were 
under 16 years of age; the patients were examined with 
much care, and the diagnoses were confirmed, when 
necessary, by angiocardiograms (850) and cardiac catheteriza- 
tion (450). There were also 300 necropsies. The frequency 
of the commoner malformations were: ventricular septal 
defects, 20.5% ; tetralogy of Fallot, 11.1% ; persistent ductus 
arteriosus, 10.7% ; atrial septal defects, 9.6% ; undiagnosed 
(mostly either atrial or ventricular septal defects) 8.1% ; co- 
arctation of the aorta, 5.5% ; complete transposition of the 
great vessels, 4.3% 

Dr. J. D. Hay, who has charge of the cardiac clinic at the 
Royal Liverpool Children’s Hospital, has kindly furnished 
me with the following information based upon his detailed 
examination of 1,324 children referred to him for his advice 
(in some cases his diagnosis is “ provisional,” but I have 
grouped these cases with the “ definite ” diagnoses) : 


“ Functional” systolic murmur 249 
Rheumatic 102 
Persistent ductus arteriosus 222 
Ventricular septal defect 207 
Pulmonary stenosis 42 99 
Tetralogy of Fallot : ée 93 
Atrial septal defect and common atria ee 88 
Aortic and subaortic stenosis .. 67 
Transposition of great vessels .. 36 
Aortic coarctation 32 
Miscellaneous 129 

1,324 
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These figures would appear to suggest—though only in 
very general terms—that at the present time about one-third 
of all children referred to a cardiac clinic may be cured or 
at least helped by surgical treatment. 


Rheumatic Carditis 


The incidence of acute rheumatism in children, as recorded 
in successive reports of the Ministry of Health, has been 
decreasing fairly steadily, though there are indications that 
in some areas an increase has occurred during the past year 
or so. The number of patients admitted to hospital 
annually for a particular illness cannot be taken as an 
accurate estimate of the prevalence of that illness in the area, 
but it may be a pointer. In 1943 185 children were admitted 
to Alder Hey Children’s Hospital, Liverpool, for rheumatic 
infection (with and without carditis), and subsequently there 
was a fairly steady decline to 44 in 1950. Since.then there 
has been a gradual increase to 63 in 1955. 

Dr. J. A. Scott has informed me that in 1954 146 children 
were admitted to Queen Mary’s Hospital, Carshalton, under 
the London County Council’s rheumatism scheme, represent- 
ing an incidence of 0.33 per 1,000 of the total school popula- 
tion. But it should be noted that only 30 (20%) of these 146 
patients were diagnosed as suffering from rheumatic carditis. 
Dr. Peter Henderson, Principal Medical Officer to the 
Ministry of Education, has kindly given me the results of 
an analysis, made during 1955, of the school medical records 
of the 14,000 children in Oxford City schools. Only 37 (or 
2.6 per 1,000) were found to have organic heart disease 
(including deformities) or a history of acute rheumatism. 
Twenty of the 37 had congenital heart lesions, and the 
remaining 17 had had one or more attacks of acute rheuma- 
tism ; but only 6 of the 17 had permanently damaged hearts. 
There is little doubt, however, that in the northern industrial 
districts the incidence of rheumatic infection is higher than 
this; and it must be remembered that the report of the 
Registrar-General for 1954 shows that the total deaths in 
England and Wales, at all ages, certified as due to acute 
rheumatism and rheumatic heart disease, numbered 8,895. 

Sir John Parkinson (1945) estimated that there were at that 
time at least 200,000 persons between the ages of 18 and 41 
years in Great Britain suffering from acquired heart disease 

mostly rheumatic, and usually contracted during child- 
hood. This estimate is supported by Kerley’s (1949) obser- 
vation that in the mass radiography of 3,000,000 adults 
during the period 1945 to 1948, 4 per 1,000 were found to 
have undoubted radiological evidence of rheumatic carditis, 
and he thought that the correct figure would probably be 
nearer to 6 or 7 per 1,000. At the same time, Kerley noted 
that 20%, of the cases detected were unaware of any dis- 
ability and gave no history of rheumatic infection. Even 
if the incidence of acute rheumatism in childhood is only 
0.3 per 1,000 children of school age (as indicated by the 
statistics from areas where acute rheumatism is notifiable 
and shown in the Ministry of Health Report, Part ii, for 
1954), the total number of new cases in each year must be 
about 2,000. We do not know what proportion of these 
patients will develop permanent carditis, but we can be sure 
that even the present incidence of rheumatic infection 
provides a terrible load of mischief for a nation to carry. 


Prevention and Treatment 


Is it possible to prevent not only the first attack of rheu- 
matic infection, but also the recurrences which are so liable 
to occur when the individual’s defences have been breached, 
especially during the early years following the initial infec- 
tion? On this subject a committee of the American Heart 
Association (1955) has prepared a statement stressing the 
paramount importance of controlling group A haemolytic 
streptococcal infections and claiming that adequate and early 
penicillin treatment over a period of 10 days will eliminate 
streptococci from the throat and will usually prevent an 
attack of rheumatic fever. The dose recommended is one 


intramuscular injection (600,000 units) of benzathine peni- 
cillin Gj; or one intramuscular injection of procaine 
penicillin (300,000 to 600,000 units) in oil with 2% aluminium 
monostearate, given every second or third day for three 
doses. Oral penicillin is also recommended in a dose of 
250,000 units three times daily for 10 days. For the preven- 
tion of rheumatic recurrences in subjects who have had the 
initial attack (whether rheumatic fever or chorea or heart 
damage) it is suggested that a daily dose of 0.5 to 1 g. of 
sulphadiazine be taken each morning, throughout the year, 
and continued for years. Alternatively penicillin may be 
used, either by mouth in a dose of 200,000 to 250,000 units 
once daily, before breakfast ; or as a monthly injection of 
1,200,000 units of benzathine penicillin G. 

Markowitz and Hemphill (1955) found that a daily dose 
(oral) of benzathine penicillin G, 200,000 units, was more 
effective than a sulphonamide in preventing rheumatic 
recurrences and caused fewer toxic reactions. When rheu- 
matic patients are in hospital wards, and therefore in possible 
contact with streptococcal carriers or patients with active 
streptococcal infection, particular attention must be paid to 
the accepted techniques for avoiding cross-infections. 

Those who may feel opposed to ordering a prolonged 
course of either sulphonamide or antibiotic treatment—and | 
confess that I am somewhere on the fringe of this group— 
should remember the sinister character of rheumatic 
recrudescences, which are often initiated by quite mild 
recurrences of streptococcal infection ; yet they invade the 
heart with ever-increasing damage, as a river in mounting 
flood erodes its banks. In practice one frequently finds that 
a prolonged course of prophylaxis breaks down because the 
parents forget to give the drug regularly. A less common 
difficulty is that the patient shows toxic reactions. For- 
tunately, there is at present little evidence that beta- 
haemolytic streptococci become resistant to penicillin. 

Another important aspect of the prevention of rheumatic 
infection must be mentioned under the comprehensive head- 
ing of “ home circumstances” ; for there is little doubt that 
social status, poverty, housing conditions, overcrowding, and 
the prevalence of respiratory infections play a part in deter- 
mining the incidence of rheumatic infection. 


Care of Cardiac Cripples 


To make adequate provision for the care of cardiac 
cripples—whether due to congenital cardiovascular deformity 
or to rheumatic infection—we must consider the needs of 
each individual patient from a number of angles. This is, 
of course, true for all types of handicap. A civilized com- 
munity takes care of its weaker members ; it considers their 
happiness, their medical attention, their education, their 
training for a suitable occupation, their future economic 
position, and their spiritual needs. It gives thought to the 
human and financial strains that may develop in a house- 
hold that includes a handicapped child, and to the wider 
social and economic implications of crippling. It makes 
plans to prevent, in every way possible, the cause or causes 
of the disability. It should, moreover, keep very much in 
mind the duty of each individual, whether healthy or handi- 
capped, to make some contribution to the welfare of society. 
Perhaps the most important, and certainly the most difficult, 
task of a community in accepting these obligations is to 
administer its benefits and services in such a way that they 
do not undermine the sense of responsibility of each family 
group to face its particular problems bravely and in- 
telligently. 

It needs little imagination to realize that a child crippled 
by cardiac disease or deformity is an individual to whom 
the handicap is little short of a tragedy, for it interferes with 
the activity of a full normal life. Depressing psychological 
reactions are almost inevitable, but they may be modified by 
understanding and appropriate management. This point was 
well brought out by Dr. Morris Fishbein (1955) in the 
following words: 
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“The poet John Donne wrote that no man is an island. 
Never was this more apt than when applied to the person who 
is suffering with a crippling disease. For him isolation is disas- 
trous. If intelligent and left too much alone, he becomes 
embittered, sullen and perhaps an enemy of society. If unin- 
telligent, he deteriorates slowly and steadily into a parasitic, 
vegetable-like existence, which may eventually sap the lives of all 
about him. The modern approach to the problem emphasizes 


adjustment of the handicapped person to the family, the com- 
munity, and even the nation. All these forces are brought to 
bear from the social, economic and psychologic points of view, 
so that such a person is able to live an existence as nearly normal 
as possible. He contributes to rather than lives upon the society 
that encompasses him.” : 

The adjustment to which Dr. Fishbein refers should be, 
in fact, mutual, at all events in respect of the handicapped 
child and his family, and the doctor should seek every 
opportunity of explaining to the child’s parents the nature 
and extent of the patient’s crippling, so that they may be 
the better able to accommodate themselves to the situation. 
This medical cpinion should be based mainly upon the 
child’s functional incapacity ; we have all known patients 
who have been condemned to live a life of invalidism when, 
in fact, they were well capable of enjoying a more active 
life. Complete rest is essential during recurrences of rheu- 
matic carditis ; but subsequently it should be remembered 
that in childhood the heart, like most other organs, possesses 
a remarkable capacity for recovery, and that with graduated 
exercises and physiotherapy there are many cardiac patients 
who can be gradually promoted towards a more normal life. 
In short, the doctor should maintain an optimistic outlook, 
using as yardsticks of the patient’s condition such tests 
as heart rate, liability to dyspnoea and fatigue, diminution 
of oedema and venous congestion, and the child’s appetite 
and feeling of well-being. 


Institutional or Home Care 

The pros and cons of institutional as against home care 
need careful thought in each case separately. Institutions for 
cardiac cripples have proved their usefulness, particularly 
for children whose home conditions are unfavourable. In 
addition to the medical and nursing care that the children 
receive in them, education can be provided without difficulty, 
physiotherapy and occupational therapy can be made avail- 
able to them, and group interests, like games, concerts, tele- 
vision, etc., can be satisfied more easily than when the patient 
is in bed at home. A library service is another much- 
appreciated recreation. 

On the other hand, institutional life has its disadvantages, 
especially for those children who seem predisposed to 
develop the invalid outlook ; and is it not true that for most 
children “ there’s no place like home”? The family doctor 
who is well acquainted with the home situation is in the best 
possible position for giving advice to the parents, and he 
is able to call upon the ancillary services provided by the 
local authority, such as home nursing, home helps, health 
visitors, and so forth. In particular, he knows the child and 
the parents as individuals, and he can ensure that the various 
services available to the child are suitably balanced. The 
need for overall and continuing supervision of the handi- 
capped child by one doctor—the captain of the team—is 
properly receiving emphasis in these days when so many 
different services, often specialized, are available. It is a 
need which certainly holds good for the cardiac cripple. 
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SADISM AND POWER 
A PHYSICIAN ON DE SADE 


“Unlimited power is apt to corrupt the minds of those who 
possess it,” the first Earl of Chatham told the House of 
Lords in 1770. The same moral was drawn by Dr. A. H. 
DouTHWAITE, senior physician to Guy’s Hospital, when he 
spoke on sadism at a meeting of the London Jewish Hospi- 
tal Medical Society on January 31. Dr. Douthwaite used 
to illustrate his theme the lives of the Marquis de Sade, 
the eponym of our words sadism and sadistic, and of Gilles 
de Rais, de Sade’s evil inspiration. Both men, he said, had 
possessed great power, largely by virtue of their wealth. 


Basis of de Sade’s Reputation 

Sadism and sadistic were words used freely by both the 
profession and laity, said Dr. Douthwaite, yet many of those 
who did so knew little of the man from whom they were 
derived. The Marquis de Sade (1740-1814), the son ef 
aristocratic parents, had shown himself a brave soldier as 
a young man, attaining the rank of lieutenant-general at the 
close of the Seven Years War ; and his sexual appetites at 
first had been normal. But at the age of 23, threatened 
with imprisonment if he disobeyed, he was forced by his 
father into a distasteful marriage with the elder daughter 
of the de Montreuil family. The tragedy was sharpened 
by the fact that the woman de Sade wanted to marry was 
his wife’s beautiful sister, Louise, whom later he was to 
seduce, carry off to Italy, and debauch there. It was his 
wife’s large dowry that made possible the excesses of his 
subsequent life. These landed him often in prison, and 
although on occasions de Sade indulged in abnormal sexual 
practices the latter were not so gross or frequent as to justify 
the universal execration in which his name was now held. 
It was his books. 

Living in the Bastille in great comfort, thanks to the 
lavish table provided for him by his mother-in-law, de Sade 
in 1784 wrote his most notorious work, Cent-vingt Journées 
de Sodom, whose three volumes he completed in 37 days. 
It was kept in the hands of his family until its publication 
in 1904. The book told of a group of aristocrats who used 
their extreme power and wealth to abduct men, women, girls, 
and boys to a castle where was practised every conceivable 
sexual abnormality amid bouts of extreme cruelty. It 
was a most boring and repetitious exercise in pornography. 
Other books fallowed, of which Justine was the best known. 
It was on his pen, much more than on his deeds, that 
de Sade’s posthumous reputation rested. Of his 74 years ° 
of life, the first 28 had been unexceptionable for a rich young 
man of his times. The last 36 years were spent largely in 
prison, and of the ten years when he was free to practise 
the cruelties attributed to him—many of them exaggerated 
—de Sade was in exile for at least four. 


Influence of Gilles de Rais 


What influence, then, had led de Sade to imagine atrocities 
he could never have practised? The answer, said Dr. 
Douthwaite, lay in his reading. De Sade had enjoyed 
Suetonius’s lives of the Roman emperors and revelled in 
the cruelties of those days. But above all he had been 
fascinated by the shocking cruelty and unbridled sexual 
abnormalities of Gilles de Rais. 

Gilles de Rais, Marshal of France, born more than three 
centuries earlier than de Sade in 1404, was like him in his 
wealth, his aristocratic origin, and his personal bravery. 
Like de Sade also he had studied the lives of the Roman 
emperors. But de Rais was a sadist in the fullest sense of 
that term. 

As a young man Gilles de Rais had earned a good name 
for his behaviour at court, and when in 1429 Joan of Arc 
had appeared there he supported her cause. He went further 
still. He was her squire at Orleans, where, although wounded, 
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he saved Joan from capture. For this, at 25, he was accorded 
the unparalleled military honour for his age of being made 
Marshal of France. When later, in consequence of the 
king's half-hearted support, Joan of Arc was finally taken, 


Gilles de Rais set forth again and laid siege to Rouen.- 


Indeed, Joan’s martyrdom was probably the turning-point 
of his life. Leaving the army and court in disgust, Gilles 
de Rais and a boon companion embarked on a career of 
seduction and cruel murder of boys. The children were 
taken to his castle in Normandy, where they were killed 
slowly by slitting their abdomens or by strangulation during 
sexual orgies; others were sacrificed for the purposes of 
black magic. More than 200 such murders were committed 
before Gilles de Rais was arrested and hanged in 1440. 
Gilles de Rais, it was said, was the original of the Normandy 
legend of Bluebeard. 


Sadism To-day 


If it were thought, said Dr. Douthwaite in conclusion, that 
such horrors could not occur in our time, it might be well 
to ponder what had already taken place in this century. 
States or dictators had emulated and surpassed Gilles de Rais 
~—and certainly de Sade—in mass murders and torture. One 
could only pray that our country would never fall into the 
control of the human fiends who clearly lurked in all 
societies in every century. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


The Black Sheep 


Sim,—Your leading article on this subject (Journal, Janu- 
ary 26, p. 217) is timely, on the eve of the month when we 
expect the peak incidence of Sonne dysentery. During the 
past three weeks 60 specimens of faeces have been delivered 
by my patients to our public health laboratory: 11 speci- 
mens have been reported positive for Shigella sonnei, 37 
specimens were negative from convalescents or contacts of 
Sonne dysentery, and another 12 negative specimens were 
from single cases of diarrhoea of a more dramatic type than 
that associated with Sonne infection. In no case was a 
patient seriously ill or even confined to bed. Out of seven 
families (one or more of whose members submitted infected 
faeces for examination during the past three weeks), four 
families have good standards of hygiene. One family has 
no conception of the need for hygiene, and lives in filth. 
One family is numerous, poorly disciplined, but usually 
washed. The other family has been dealing with relapses * 
since November (in my opinion through special difficulties 
beyond their control), but is now finally clear. It is notice- 
able that quite moderate standards of hygiene suffice to pre- 
vent cross-infection, under mother’s supervision, but school 
teachers cannot be expected to enforce successfully proper 
standards in a crowd if children with diarrhoea are allowed 
to mix with healthy children in school premises. 

Comment on three weeks’ results from a single practice can 
be at best one scene from a moving battle, but it raises the 
question of whether Sonne dysentery deserves to be dignified 
* by the ritual of notification. It is usually one of the mildest of 
diarrhoeas, and its very mildness produces the frequent com- 
ment from my patients that they know scores of people who 
continue to send their children to school with diarrhoea. 
Diarrhoea of any sort should (in a civilized community) be 
regarded as the result of a breakdown of hygiene and the 
evacuation of the poison which has been ingested. The 
sufferer should be isolated, and hand-washing ritual (includ- 
ing soap) be rigorously enforced. I maintain that persistent 
repetition of this simple theme, through every possible 


medium of publicity, will do far more to eliminate Sonne 
dysentery in 1957 than all the painstaking (and heartbreak- 
ing) work of laboratories and inspectors in 1956. May I 
suggest that Sonne has its peak incidence in February just 
because hand-washing is least welcome in cold weather ?— 
I am, etc., 

Nottingham. MAURICE HARGREAVES. 


Mitral Valve Mobility 


Sir,—I was delighted to see that the view expressed by 
Professor D. M. Douglas (Journal, January 26, p. 191) on 
the signs of mobility of the mitral valve coincided so closely 
with mine.’ The “ closing” and “ opening” snaps are signs 
of mobility of a diaphragmatic valve, not of stenosis ; it so 
happens that the pathological processes which cause loss of 
mobility—i.e., heavy scarring or calcification—also lead to 
regurgitation, as there is no redundant tissue to overlap the 
rigid vagal orifice during ventricular systole. It is for this 
reason only that the loud first sound and the “opening 
snap” have been regarded as signs of pure stenosis. Valve 
mobility and dominant incompetence may in fact occur 
together. 

I agree with his statement that mitral incompetence may 
be due to disproportionate shortening of the chordae 
tendineae in some cases, such as his first and third patients. 
These clearly had an element of stenosis and were examples 
of dominant mitral incompetence with diaphragmatic valves: 
the valve orifice in both was 2 cm. across only. The second 
case he described was a straightforward example of domi- 
nant stenosis with unimportant incompetence also in a 
diaphragmatic valve. None of the three cases correspond 
to the group of “hypermobile” valves described. These 
patients have no stenosis whatsoever ; the orifice is at least 
4 cm. long. They constitute a different pathological entity, 
due, I still think, to a rupture of a chorda. I referred to nine 
cases similar to Professor Douglas’s cases 1 and 3. In these 
I advocated completion of the separation of the cusps despite 
the presence of dominant mitral incompetence. It is not 
clear whether or not this was done in his patients. I also 
referred to 17 valves similar to the one he met in case 2. 
As in his case, the results proved fairly good because the 
stenosis was the main cause of the disability.—I am, etc., 


London, E.2. J. R. BELCHER. 


REFERENCE 
1 Belcher, J. R., Lancet, 1956, 2, 7. 


Carbon Monoxide Poisoning 


Sirn—The Registrar-General’s Statistical Review of 
England and Wales for the Year 1955, just published, shows 
that in the three years 1953-5 9,143 persons died of carbon 
monoxide poisoning—2,168 accidents and 6.975 suicides. 
This total is 2,000 more than might have been expected from 
the figures prevailing in the previous five years. A year ago 
(Journal, February 11, 1956, p. 347) I suggested that increased 
deaths might possibly have been due to withdrawal from 
ambulance and other first-aid services of 7% COs and 93% 
oxygen on the advice of a committee of the Medical 
Research Council. The chance of survival of badly poisoned 
patients depends mainly on the effectiveness of first-aid 
treatment. 

The Medical Research Council asked its statistical 
research director, Professor A. Bradford Hill, to make an 
inquiry. His report (Journal, November 24, 1956 p. 1220) 
concludes that change in resuscitation procedures was not the 
cause of the large rise in deaths and that this was associated 
with a concurrent rise in the number of cases occurring as 
measured by ambulance emergency calls. This conclusion 
is. of great importance because on it may depend official ° 
policy in regard to the emergency treatment of a condition 
which causes nine deaths a day. If it happens to be mistaken 
then needless loss of life may continue. I submit, with 
respect, that the evidence upon which it is based is inade- 
quate, and therefore the conclusion may be incorrect. 
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The evidence for increase in total cases is presented in 
three tables. Table II shows London ambulance calls for 
coal-gas suicidal cases, and the main inference from it reads 
that “the number of cases carried has, in fact, increased 
very substantially—from, roughly, a little over 100 in 1951 
to 1952, to well over 200 in 1953 to 1955.” This inference 
means that from 1953 onwards coal-gas suicidal attempts in 
London suddenly doubled. Can this really have happened ? 
The answer lies in a fallacy, mentioned in the report, con- 
cerning change of labelling of cases as “accident” or 
“ suicide.” Up till 1952 in London a call was entered as 
“accident” unless definitely known to be suicide; after 
1952 this charitable convention was discontinued and a case 
was entered as “ suicide” unless it was definitely known to 
to be an accident. Because of this source of error a special 
search of ambulance records was made for the years 1951 
and 1953 and all coal-gas cases extracted irrespective of 
labels. This showed a rise in total coal-gas emergency calls 
of 36% as between these two years. This figure is more 
credible, but it is a statistical comparison limited only to two 
selected years. In spite of the admitted labelling flaw, with 
its probable very large error, table II was still put forward 
as evidence and the above-quoted inference made that cases 
increased by 100%. 

Tables III and IV show figures from eight provincial 
towns in which cases increased by 30%. The combined 
total populations of the eight towns is slightly less than 
4% of the population of England and Wales. What 
guarantee is there that other towns, from the remaining 
96%, might not show different figures? Yet these scanty 
data, plus fallacious table II], are made the basis for a 
dogmatic conclusion that cases throughout the country 
suddenly greatly increased from 1953 onwards. 

Whatever else emerges, it is clear that change of first-aid 
treatment was not followed by any fall in deaths as might 
have been expected if the theoretical argument in the 
committee’s report had been correct. If there has been no 
decrease in mortality and, instead, a very big rise in deaths, 
then why persist with reversion to treatment discarded over 
a quarter of a century ago ? Why not at least try CO2/Oz 
once more (for carbon monoxide poisoning only) and see 
if deaths fall? Over a year ago (Journal, October 15, 
1955, p. 966) the chairman of the committee said experi- 
mental work was planned. It would seem time that the 
implication of this work should be apparent. If it is not 
unequivocally in favour of pure oxygen then it is surely 
indefensible to continue to deny CO:2/O: to first-aid services. 

It now becomes evident that the advice of the committee 
was circulated to local authorities about four years before 
publication in the medical press. This may have been done 
in response to requests for guidance, but such practice 
may be dangerous—particularly when unproved advice, 
contrary to accepted opinion, is put out under the prestige 
label of the Medical Research Council. Administrative 
officials, medical or lay, can hardly fail to act on it. Publica- 
tion in medical journals is less mandatory because officials 
do not receive it in the guise of circulated instruction from 
higher authority. And publication has the vital safeguard 
that public criticism can be made in time if there is chance 
of error. It is disquieting that a small committee can scrap 
a standard method of treatment, for a common and urgent 
condition, without the medical profession as a whole being 
informed till years afterwards. 

The most serious consequence of private direction, long 
prior to publication, is that the Medical Research Council 
may be put in an awkward position if there is subse- 
; quent question that the advice given may have been wrong 
and caused loss of life. The council is then on the defensive, 
and in consequence its ability to weigh the matter dis- 
passionately becomes open to doubt. Because that is the 
present situation, I submit, Sir, that there are grounds for 
Ministerial or Parliamentary inquiry concerning the desir- 
ability of transfer of official advisory responsibility regard- 
ing carbon monoxide. poisoning to some other body.—I am, 


etc., 
H. L. Marriott. 


London. W.1. 


Vaccination Against Whooping-cough 

Sir,—In a reprint of the report to the Medical Research 
Council on vaccination against whooping-cough (Journal, 
August 25, 1956, p. 454) I read the following opinion : 
“Thus the use of chloramphenicol for the siblings of 
vaccinated children did not reduce the risks of the vacci- 
nated children developing the disease.” At the Clinic for 
Infectious Diseases in Childhood, Warsaw, we think this 
conclusion is in some respects not quite correct, as it does 
not take into consideration the time at which chlorampheni- 
col is given. It is possible that if given too late it will not 
be effective in preventing the disease. 

I would like to report our results with chloramphenicol 

administered for a longer period to protect children exposed 
to the risk of developing whooping-cough. We started our 
trials on the supposition that, although vaccination is the 
main prophylactic measure against pertussis, it has its 
deficiencies. First, the degree of immunity acquired from 
vaccination is uncertain, and, secondly, vaccination of new- 
born infants, so far as 1 can gather from the literature 
accessible to me, has not as yet given any clear results. Yet 
up My the age of 6 months the mortality from pertussis is 
high. 
With this in mind we carried out trials in the home, where 
there were infants in contact with older children who had 
contracted the disease, and in nursery schools for babies up 
to 3 years. There were 271 children in four schools. At 
the time of the trial there were 37 cases of pertussis (tested 
bacteriologically, clinically, and by blood examination). As 
soon as they were diagnosed the sick children were sent 
home or to hospital, but in spite of this further cases 
developed. We therefore started the administration of 
chloramphenicol prophylactically. Some of the children had 
been vaccinated, and we had also had cases of pertussis 
among vaccinated children earlier on. 

Chloramphenicol was given in doses of 50 mg./kg. body 
weight every 24 hours for 7 to 10 days under blood exami- 
nation control and urinanalyses. Chloramphenicol was 
given four times a day—three times in the nursery school 
and once at home. Bacteriological examinations were 
carried out after the treatment was finished. The pertussis 
bacillus was not once found in those children. After this 
prophylactic treatment was started not one child developed 
whooping-cough, and after three weeks new children were 
admitted to the schools without any further cases develop- 
ing. In 20 home exposure cases chloramphenicol failed to 
prevent the onset of the disease only in one case. There- 
fore it seems that the administration of chloramphenicol 
for 7 to 10 days has a strong sterilizing action on the 
whooping-cough bacilli, and that it is worth while trying 
this method against the infection, especially in infancy. 
We have no experience in prophylaxis with hyperimmune 
serum or gamma-globulin. This method is very trouble- 
some, and there are difficulties in obtaining these substances 
in quantities sufficient for large-scale trials.—I am, etc., 


Warsaw. J. BOGDANOWICZ. 


Rh-Hr Nomenclature 


Sir,—The purpose of this letter is to call the attention of 
your readers to the tentative supplementary report of the 
committee on Medico-Legal Problems of the American 
Medical Association on the Medico-Legal Application of 
Blood Grouping Tests." The most important item in this 
report is the recommendation of a single uniform system 
of Rh-Hr nomenclature for medico-legal reports, “It is 
recommended that unless and until some other convention 
can be agreed upon the original Rh-Hr notations must be 
retained as the standard and sole nomenclature for the pre- 
paration of approved medico-legal reports on Rh types.” 
In response to an editorial request for criticisms and sugges- 
tions, close on 50 letters were received from workers in 
the field. Approximately half the correspondents heartily 
approved the recommendation, whereas the remainder 
vigorously attacked it. The adverse criticisms have been 
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abstracted and will be published in the form of a supplement 
to the report, together with footnotes explaining to the 
readers the fallacies and paradoxes of the arguments of the 
C-D-E protagonists. The body of the report has also been 
revised, but no valid argument has been received why the 
recommendation regarding nomenclature should be changed. 
Therefore it is anticipated that the revised report will be 
approved for publication at the committee meeting to be 
held at the end of February, so that the final report should 
appear in April or May. Study of the correspondence re- 
ceived has merely served to fortify the committee in its 
conclusion that the C-D-E notations must be discarded. 

The dilemma of workers who still use the C-D-E nota- 
tions could have been avoided through familiarity with the 
history of the blood groups, since the same problems arose 
in connexion with the A-B-O groups. As can be seen in 
my book on Blood Groups and Transfusion,’ in addition to 
the theory of multiple alleles the possibility of heredity by 
independent pairs of genes or by linked genes was con- 
sidered. In the absence of crossing over, the hypothesis of 
completely linked genes was also considered, although 30 
years ago the impressive term pseudoallelism had not yet 
been introduced. Now the theories concerning Rh-Hr 
heredity have gone through the same process of evolution 

namely, multiple alleles, linkage with crossing over, and 
then completely linked genes. Since a set of completely 
linked genes is really a unit, this represents a complete circle 
with a return back to the theory of multiple alleles. Also, 
the controversy regarding nomenclature is reminiscent of 
the Moss-Jansky terminologies for the A-B-O groups, ex- 
cept that the latter preferred numbers instead of letters for 
their notations. The use of the so-called shorthand nota- 
tions again represents a complete circle, since these nota- 
tions are nothing but a slightly altered version of the 
original Rh-Hr nomenclature. 

In conclusion, one cannot help but note the parallelism 
between the following two quotations: “‘ What genotypes 
correspond to the phenotype large C plus, large D minus, 
large E plus, small c minus, and small e plus ?’ asked the 
professor. (This professor must have just run out of little 
d antiserum.) ‘I don’t know,’ said the student; ‘I lost 
track. Could you give me the phenotype name in short- 
hand symbols?’ ‘ You fail. You don’t know your rhesus 
blood types,’ said the professor.”—Somewhere in England. 
“* What is one and one and one and one and one and one 
and one and one and one and one?’ ‘I don’t know,’ said 
Alice, ‘I lost count.’ ‘She can’t do addition,’ said the Red 
Queen.”—Lewis Carroll.—1 am, etc., 


New York. A. S. WIENER. 


REFERENCES 


1 J, Amer. med. Ass., 1956, 161, 233. 
2 Wiener, A. S., Blood Groups and Transfusion, 
Thomas, Sp:ingfield, Il. 


Reactions to Acetarsol Vaginal Pessaries 


Sir,—Considering the vast number of patients who have 
been treated with acetarsol vaginal pessaries during the last 
twenty years, reported systemic reactions have been few, 
and Dr. A. White’s memorandum (Journal, December 29, 
1956, p. 1528) prompts this further report of a case. 

A healthy primipara, aged 27, developed a trichomonas 
vaginitis at the 12th week of her second pregnancy. One 
acetarsol 4 gr. (220 mg.) vaginal pessary was inserted nightly 
for twelve nights with improvement at first, followed by an 
increase in the discharge, swelling of the labia, and erythema 
and folliculitis in the skin of the medial surface of the upper 
thighs. Misdiagnosis at this stage resulted in the application 
of ten acetarsol 4 gr. (220 mg.) pessaries in the vaginal 
fornices. 

The patient spent a restless night and was ill the next day, 
with malaise, photophobia, and generalized pruritus; her 
temperature was 103° F. (39.4° C.), pulse rate 120 beats to 
the minute, and there was a generalized maculo-papular rash, 
confluent in places, with bullae on the skin of the upper 
medial aspects of the thighs, and vesicles on the swollen, 
cyanosed lips and buccal skin. The vagina was emptied and 
cleaned, pulmonary tuberculosis was excluded, and the 
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fasting blood sugar found to be 116 mg. per 100 ml. One 
5 mg. prednisolone tablet was given 4-hourly for five days, 
6-hourly for three days, 12-hourly for three days, and she 
made an uneventful recovery. There was no history of 
previous treatment with arsenical compounds and no history 
of allergy either in the patient or her family—I am, etc.. 


Great Baddow, Essex. ANTHONY PEARSON. 


Lesions of the Feet in Diabetes 


Sir,—May I refer those who are interested in the aetio- 
logy of lesions of the feet in diabetes to the recent work 
of Dr. A. L. Woolf? In a paper read to the Pathological 
Society of Great Britain in January, 1956, Dr. Woolf has 
described changes in the intramuscular nerve endings in 
diabetic neuropathy, and his technique based on a biopsy 
study should enable a definite decision to be made on the 
presence of diabetic neuropathy. Dr. Wilfrid Oakley and 
his colleagues (Journal, October 27, 1956, p. 953) might be 
able to settle the point in question by making use of 
Dr. Woolf's method.—I am, etc., 


Southampton. R. A. Goopsopy. 


Glycyrrhetinic Acid 


Sir,—Dr. E. Colin-Jones mentions our work’ in his letter 
(Journal, January 19, p. 161) in support of his contention 
that glycyrrhetinic acid has therapeutic value in skin diseases. 
The National Research Development Corporation, acting on 
behalf of our employers—the Medical Research Council— 
took out a patent on a preparation of ours which contained 
a highly active substance which depressed sensitivity to 
tuberculin in B.C.G.-infected guinea-pigs. This substance 
was not glycyrrhetinic acid, which we found to have no 
measurable desensitizing effect—I am, etc., 


J. W. CoRNFORTH. 


London, N.W.7. D. A. LONG. 


REFERENCE 
1 British Patent 713, August 18, 1954, 651. 


Sir,—I have hesitated for some months from adding to 
the dreary correspondence on the efficacy of glycyrrhetinic 
acid. Some say it cures eczema, some say it does not. 
Drug firms send sheets of “ literature ” and stacks of samples. 
To me it has always had a pseudo-scientific ring about it. 
To be sure, it is fairly cheap in comparison with hydro- 
cortisone, but, as ointments containing it do not, in my 
experience, do the least good, it really seems a waste of 
money. Iam sure Dr. E. Colin-Jones (Journal, January 19, 
p. 161) is absolutely right about glycyrrhetinic acid being 
frightfully complex chemically, but that doesn’t make it any 
more useful clinically—and how does one tell an “ active” 
isomer from an inactive one, anyway ?_ I presume because 
of the “ biosone G.A.” side chain. 

It is a great misfortune that dermatologists to-day have 
to rely more and more on ready-made proprietary prepara- 
tions when taking advantage of the tremendous advances in 
therapeutics which have occurred during the last few years. 
Under such conditions it behoves us to be particularly 
cautious in extolling the virtues, or even mentioning the 
trade name, of any particular product, let alone repeating 
its commercial claims, while many of one’s experienced col- 
leagues are patently unconvinced.—I am, etc., 

Plymouth. R. D. Sweet. 


Translumbar Aortography 


Sir.—Dr. David Sutton (Journal, January 26, p. 225) has 
expressed his opinion that Mr. H. Gaylis and Dr. J. W. Laws 
(Journal, November 17, 1956, p. 1141) advocate the use of 
a quantity of contrast medium (30-40 ml. of 70% diodone) 
for translumbar aortography which he would now regard 
as excessive. Dr. Sutton states that he never uses more 
than 25 ml. of 70% sodium acetrizoate or 70% diodone. 
He then states: “ Mr. Gaylis and Dr. Laws suggest that other 
previously reported complications of aortography have been 
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due to dissection. . . . This suggestion cannot be refuted, 
but I think toxicity of the medium when given in excessive 
doses is the major factor in such accidents.” With this we 
are in agreement. For that very reason, in the Bristol 
Royal Infirmary we have reduced the concentration of di- 
odone from 70% to 50% (25-30 ml.) for the last 18 months. 
Though we do not get radiographs of such high contrast as 
we did with 70% diodone, they are of quite adequate con- 
trast for diagnostic purposes. Assuming the same rate of 
injection, we are personally of the opinion that a contrast 
medium of high concentration should never be injected into 
the vascular system anywhere, if one of lower concentration 
will give diagnostic radiographs. This is quite definitely the 
case with translumbar aortography, especially in patients 
with, obliterative arterial disease. When one or both femoral 
pulses are absent, it is imperative that diodone of not more 
than 50% concentration be used, because thrombosis of a 
narrowed iliac artery may take place when the opposite 
artery is already blocked. In addition, when the iliac 
arteries cannot drain off the contrast medium a massive dose 
may perfuse the kidneys or large intestine. In short, we 
would enter a plea that 50% diodone in similar quantities 
is quite adequate for translumbar aortography and that it is 
unnecessary to use 70% -diodone to obtain radiographs of 
diagnostic quality in most cases. We are sure that the use 
of the lesser concentration would materially reduce the risk 
of complications, 

Having regard to the potential dangers, it is doubtful if 
aortography should be employed except in disease. of the 
aorta or great intra-abdominal arteries of such a nature that 
direct surgery is contemplated and will be made easier by 
the addition of radiographic delineation of the disease.— 
We are, etc., 

R. E. Horton. 
F. G. M. Ross. 


Bristol. 


Tonsils and Adenoids 


Sir,—Dr. John Fry’s excellent article (Journal, January 
19, p. 124) led me to look into my bottom drawer and to 
extract the following notes. 

In 1949 I joined a conference on tonsils and adenoids as 
the sole paediatrician. My otorhinolaryngological colleagues 
were all top-level consultants surveying the problem from 
within their own beautifully run departments. The great 
mass of these operations is in fact performed away from 
university centres. I collected information about the reasons 
for which 1,034 sets of tonsils and adenoids had been 
removed in a small London children’s hospital and a pae- 
diatric unit in the Home Counties between September, 1946, 
and September, 1949. The peak ages for operation were 4, 
5, and 6 years (664 cases). The indications taken from the 
case records were grouped under six headings. There were 
none on account of size and appearance only. 

Cases Per cent. 

(1) (Fry 2 and 5) Recurrent tonsillitis and for 

cervical adenitis, sore throats, and colds 592 57.3 

(2) (Fry 3) Nasal symptoms maar: sinus 


disease 123 11.8 
(3) (Fry 4) Aural disease ~ 79 7.6 
(4) (Fry 6) General medical diseases—e.g., 

rheumatic fever, asthma, acute nephritis 45 4.3 


(5) (Fry 3) Ill-defined reasons—e.g., under- 
weight, general ill-health . 52 5.0 
(6) No reason ascertainable from the ‘records 143 13.8 


99.8 


Group (1) accounts for the largest number, but the size of 
the unknowns in group (6) is disconcerting. The aural 
cases (3) provide a surprisingly small number. In the 
smaller hospital only 9% of cases had been followed up, 
and of these there was definite improvement in only 68% 
Whatever may have happened, the only information aveil- 
able to the surgeon was that six out of every hundred had 
improved and three had not. About the remaining 91 there 
was no comment. This group included two sisters, one 
operated upon for no clear reason, and her sister “ be- 


cause it would be nice to get them done together.” In 
the children’s hospital all cases were seen one month after 
operation, but very few subsequently. 

In the hope of comparing the list of reasons for opera- 
tion with that in the hospital group, we scrutinized a school 
waiting-list in a borough near London. Such lists contain 
many cases which never get treated, and therefore we ex- 
pected, and found, a larger proportion of indefinite cases. 
The proportion was so high as to make worthless any 
comparison with the hospital operation series. 

The records of 15,000 school and infant welfare clinic 
children out of a total of 16,000 covered by the service were 
examined. No account was taken of cases referred directly 
from the family doctor to a hospital outside the area. The 
waiting-list contained 795 names, including 84 cases for 
adenoidectomy only. There were still (1949) 110 cases put 
on the list in 1947, 327 put on in 1948, and 328 in 1949. 
The largest number was put on at 5 years, probably as the 
result of the first school examination (259 or 33.8%). In 
over 14% the reason stated was large tonsils, deep-set ton- 
sils, unhealthy-looking tonsils, or blocked crypts, and these 
appearances were not correlated with a clinical histor. 
Little care was taken to get such a history. The cases were 
all referred by the school doctor to an otorhinolaryngolo- 
gist; he seldom turned down a case. For what they are 
worth the reasons for placing on the “T and A” list are 
set out: 

Cases Per cent. 
(1) Recurrent tonsillitis and/or cervical 


adenitis, sore throats, and colds .. 105 13.7 
(2) Nasal disease including sinus disease 67 8.7} 25 
(3) Aural disease an 17 2.2 
(4) General medical disease .. . 2 0.2) 
(5) Ill-defined reasons 23 3.0 
(6) No reason given or no indication 5 
on case sheet 442 57.8 


(7) Enlarged tonsils without symptoms 109 14.2 


There seemed to be a real indication properly recorded 
in only 25% of cases. 

There was a further “ observation list” for children who 
were re-examined every six months and then transferred to 
the operation list or to “ normal.” This list numbered 446. 
Half of these were put on the list at the age of 5 years, 
and 206 for “enlarged tonsils without symptoms.” 

Dr. Fry comments, as we did in 1949, that too much 
regard is still paid to the appearance of the tonsil and too 
little to the history. The throat specialist did not always 
take a critical enough view of the case presented, possibly 
because in clinics he saw too many cases at a sitting. The 
parents were not always consulted about the history. “There 
was scanty follow-up information to record the effect of 
the operation, a gap that Dr. Fry still finds. No treatment 
was carried out while the child’s name remained on the 
waiting-list to try to improve conditions or prevent opera- 
tion. We noted, like Dr. Fry, that no reassessment of the 
waiting-list case was attempted even after two or three years. 
We felt that too many parents and doctors look on tonsil- 
lectomy as an inevitable step in the child’s life and take 
too light a view of the whole business. Dr. Fry points to 
extraordinary differences in the frequency of operation in 
different areas. It still seems necessary to stress that each 
child and not only the “T’s and A's” should be most fully 
and carefully studied before operation is advised (or, indeed, 
refused) and reassessed during the waiting period. This 
is another way of saying that knowledge of the best laryngo- 
logical practice still needs to be disseminated through the 
whole profession. I am greatly indebted to my friend and 
colleague Dr. Jill White (formerly Clarke), who carried out 
the real work of the inquiry.—I am, etc., 


London, W.1. ALFRED WHITE FRANKLIN. 


Si,—Dr. John Fry, in his courageous and unsparing 
article on the removal of tonsils and adenoids (Journal, 
January 19, p. 124), makes no mention of the microscopic 
investigation of these structures. My experience in the last 
five years, which perhaps is shared by other pathologists, is 
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that, unless some condition such as tubercle or neoplasm is 
suspected, no histological report is demanded. During a 
spell of twelve years abroad, in Army practice and with 
a large commercial concern operating in the Middle East, it 
seemed to be the rule to send tonsils and adenoids to the 
laboratory. Records of these are no longer accessible, but 
my recollection is that one or two cases of caseous tubercle 
and one of a malignant neoplasm occurred in several 
hundred examinations. The rest showed either no sepsis 
or a thin film of pus in the tonsillar clefts. Certainly in 
the great bulk of cases little could be found to justify opera- 
tion. It may be that there are hospitals here with a large 
“T and A” trade where histological investigations are 
routine practice. If so, perhaps the pathologists will come 
forward boldly to Dr. Fry’s support, though their relations 
with their surgical colleagues may suffer as a result—I am, 
etc., 
Keighley. 


Drug Sensitivity Presenting as Penile Herpes 


Sirn,—The case of drug sensitivity presenting as penile 
herpes reported by Dr. John E. Underwood (Journal, 
January 19, p. 162) is most interesting. However, I should 
doubt if the case is really one of true herpes simplex virus 
infection induced by the drug. It is most likely to be a 
“fixed” drug erythema due to phenolphthalein sensitivity. 
A case of this type on the penis (with mucosal involvement 
suggesting urethritis) was reported by Haber.’ Since that 
time Dr. Haber’s experience has enabled me to diagnose 
fixed drug eruptions on the penis on several occasions. 
While phenolphthalein is the commonest drug which in- 
duces it, the reaction may also result from sensitivity to 
suphonamides, barbiturates, and other drugs, and can be 
proved by a test dose.—I am, etc., 

London, W.C.2. 


IAN STEWART. 


C. D. CALNAN. 
REFERENCE 
1 Haber, H., Brit. J. Derm., 1950, 62, 22. 


Sir,—With reference to the letter by Dr. J. E. Underwood 
(Journal, January 19, p. 162), entitled “ Drug Sensitivity Pre- 
senting as Penile Herpes,” may I suggest that this is an 
extremely mild case of erythema multiforme exudativum 
(Stevens-Johnson syndrome)? I am at present preparing a 
case record of this condition for publication, and would point 
out that penile vesicles are common and that phenol- 
phthalein has been incriminated as one of many possible 
causative allergens.—I am, etc., 

Paisley. J. H. MITCHELL. 


Preservation of Parasite Ova 


Sir,—In response to Dr. Shafi Muhammad Shaikh’s letter 
(Journal, December 29, 1956, p. 1545), we keep ova at 
the Royal Army Medical College in 10% formol saline for 
teaching purposes. Some have been here up to thirty year’ 
and still show structures clearly enough to demonstrate.— 
I am, etc., 

London, S.W.1. 


Treatment of Acute Appendicitis 


Sir,—Interesting though Mr. E. Coldrey’s article may be 
(Journal, December 22, 1956 p. 1458), I think it contains 
some dangerous advice, and I am surprised that no one has 
raised yet any of the following points. In the first place, in 
view of the possibility of blood dyscrasia resulting from the 
administration of chloramphenicol, the use of this drug for 
the treatment of acute appendicitis when so many others are 
available would seem to bz quite inexcusable. Secondly, the 
prescribing of a broad-spectrum bacteriostatic agent with a 
bactericidal antibiotic is surely a policy that few pharma- 
cologists would recommend. 

Although conservative treatment in early cases may be 
preferable in special circumstances, I can see no advantage 
in carrying this out in surgical units when early operation 
means a quick discharge from hospital, benefiting both the 
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patient and the National Health Service, and a relief from 
tension and anxiety for the patient, surgeon, and nursing 
staff. Conservatism usually means hospitalization twice or 
three times that of the operated case, with still the prospect 
of a future admission. Few surgeons would disagree with 
the expectant treatment of the late case, but even here the 
position may be fraught with danger, as the correct diagnosis 
can elude the most perceptive and intuitive person. I have 
seen several cases of carcinoma of the caecum presenting as 
typical late cases of acute appendicitis with mass formation. 
On conservative treatment the pyrexia, tachycardia, and 
leucocytosis returned to normal, with corresponding clinical 
improvement apart from the fact that the mass, although 
decreasing in size, did not completely subside. Lapar- 
otomy revealed the true nature of the disease. Earlier 
surgery might have been more beneficial to the patient. 
Also, recently, at an interval appendicectomy I found a 
chronic pelvic abscess. This had been symptomless and was 
not palpable abdominally or per rectum (admittedly the 
patient was obese), although originally a mass had been 
clearly felt and appeared to resolve completely under the 
influence of antibiotics. Finally, it is a brave man who will 
treat all cases of peritonitis, especially in children, without 
operation. I know that if I were suffering from such a 
condition I would demand immediate laparotomy.—I am. 
etc., 

London, S.E.10. 


Congenital Absence of Spleen 


Sir,—The case reported by Dr. D. E. M. Plowman 
(Journal, January 19, p. 147) prompts me to record a further 
case upon which I performed the necropsy examination. 

A full-term male was born to the British wife of.a serving 
soldier in Germany. The pregnancy and delivery were normal 
apart from a rapid second stage of labour. The birth weight 
was 6 Ib. 14 oz. (3 kg.). The child was soon found to be 
cyanosed and respiring poorly. A clinical diagnosis of intra- 
cranial haemorrhage was made, and, following a steady down- 
hill course, the child died on the ninth day. Unfortunately no 
examination of the blood was performed. At necropsy, apart 
from being deeply cyanosed, the child appeared externally 
normal. Internally both the chest and abdomen showed 
gross congenital abnormalities. Both lungs were divided 
into three lobes. The heart consisted of two atria joined by 
a patent foramen ovale. These chambers drained into a 
single ventricle from which only one efferent trunk arose. 
This vessel ascended to arch over the right main bronchus 
and then descend as the thoracic aorta. From the ascend- 
ing portion of the aorta two large trunks arose which 
supplied the lungs. The inferior vena cava and the right 
innominate vein entered the right atrium. The left innominate 
vein fused with the venous drainage of the lungs to enter the 
left atrium as a single vessel. In the abdomen no trace of the 
spleen could be found. The gut showed partial failure of rota- 
tion. The duodenum extended only as far as the right kidney. 
The rest of the mesentery then ran upwards to the upper 
pole of the left kidney where the caecum was found. From 
here large gut descended in the usual way. No other ab- 
normality was found. 

This was the second child, the first being healthy. Sub- 
sequently the mother has miscarried at three months.—I am, 
etc., 

Hanover. 


R. F. BoLam. 


N. A. G. LEADBEATER. 


Sir,—In the valuable annotation (Journal, January 19, 
p. 153) on congenital absence of the spleen the following 
statement appears: “The origin of splenic agenesis and of 
all the commonly associated anomalies can be dated between 
the fifth and seventh week of foetal life.” This indeed has 
been the commonly accepted view, repeatedly expressed in 
the rather large number of papers published in recent years 
on this condition. 

Some months before his untimely death in July, 1956, the 
late Dr. Hugh Middleton and I wrote a paper entitled “* Con- 
genital Absence of the Spleen Associated with Malforma- 
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tions of the Heart and Transposition of the Viscera,” which 
was subsequently published.‘ From study of the heart mal- 
formations in two cases we were able to date the onset of 
faulty morphogenesis at not later than the 24th-27th day of 
embryonic life (ovulation-age), an age corresponding to the 
1ith or 12th “developmental horizon of the embryo.” 
Such precise dating was possible from recognition of the 
fact that there had been failure of development of the 
septum which normally grows at this time between the left 
horn of the sinus venosus and the primitive atrium, and 
which leads eventually to the formation of the coronary 
sinus of the heart. Published accounts of the anatomy of 
the heart from similar cases mostly fail to comment on the 
presence or absence of a coronary sinus, but it seems not 
unlikely that many specimens of cor biloculare and cor 
triloculare would show absence of this structure.* 

In the future study of the condition of spleen agenesis and 
associated anomalies, whether or not the aetiology will prove 
to be endogenous (genetic) or exogenous (resulting from a 
temporary disturbance in the environmental conditions in 
which the embryo is developing), we have suggested that 
particular attention be paid to the time of, or shortly after, 
the mother’s “ first missed menstrual period.”—I am, etc., 

BERNARD TOWERS. 
REFER=NCES 
2 Towers, B., and Middleton, H., J. Path. Bact., 1956, 72, 553. 
2 Streeter, G. L., Contr. Embryol. Carneg. Instn, 1942, W, 211. 
® Reagan, F. P., J. Amat. (Lond.), 1954, 88, 560. 


Supply of Bodies for Dissection 


Sir,—Dr. G. C. Milner writes (Journal, January 12, p. 108) 
that you stated (Journal, December 8, 1956, p. 1357): 
“There is thus an urgent need for more people to leave 
their bodies.” I understand that nobody can legally dispose 
of his body, and that only the executor can do this, or the 
next-of-kin. A will is usually opened after the burial of 
the testator, and it would seem that all one can do is to 
make known before death one’s wishes to the next-of-kin. 
Dr. Milner also suggests that all general practitioners should 
hang in their waiting-rooms “ forms, particulars, and suitable 
notices ” (requesting his patients to leave their corpses to 
be dissected). Has any more fantastic suggestion ever been 
made? Imagine the reaction of any patient, presumably 
anxious about his health, who on entering his doctor’s 
waiting-room finds that his doctor is already regarding him 
as a corpse. I feel sure that any doctor foolish enough to 
carry out this suggestion would very quickly find that he 
had no longer any patients——I am, etc., 


“Hampstead. E. N. RUSSELL. 


Natural Childbirth 


Sir—As a humble follower and practitioner of Dr. 
Grantly Dick Read’s teaching on natural childbirth, I feel 
that Dr. Sita Sen’s letter (Journal, December 29, 1956, 
p. 1545) cannot be left unchallenged. A little study of 
Dr. Read’s writing would have avoided some misconcep- 
tion. First, Dr. Dick Read neither demands nor promises 
a labour completely devoid of pain; he does say that 
“over 90% of women can have their baby safely and 
without unbearable discomfort” (my italics) by the practice 
of natural childbirth. Secondly, it is incorrect to call his 
training programme elaborate. Certain routines, miscalled 
“natural childbirth,” are indeed elaborate, but these often 
result from over-enthusiastic physiotherapy which is quite 
/ unnecessary and indeed may be harmful. Dr. Read's 
training programme consists of (1) education, (2) correct 
breathing, (3) relaxation, and finally (4) a few simple 
exercises—in this order of importance. Some six to ten 
1-14 hourly sessions during pregnancy cover the whole 
routine. Thirdly, the “unsophisticated girl” is fre- 
quently highly educated in the process of childbirth (by 
native midwives, etc.), whereas her sophisticated sister is 
quite uneducated and needs all the training that can be 
-offered to her. Fourthly, to say that confidence in the 


accoucheur is neglected is quite untrue. In general practice 
at least, the patient is under the care-of the same personnel 
right through her pregnancy, labour, and puerperium, If 
such trained patients do have long arguments with the 
medical attendant, all I can say is that I have not found 
it so. At the classes they are encouraged to ask all the 
questions they wish, and incidentally none has yet asked 
which suture material is used for an episiotomy. Episiotomy 
is not part of natural childbirth and routine instruction 
about it is not given. Finally, it is certainly not possible 
at routine antenatal clinics to give satisfactory explanations. 
In my experience classes in natural childbirth are of in- 
calculable value for expectant mothers, and I suggest that 
Dr. Sen both studies Dr. Read’s writings and watches his 
programme put into practice before launching out into print 
against it.—I am, etc., 
Southampton. JAMES G. ScorTrt. 
REFERENCE 


1 Read, G. D., Antenatal Illustrated, 1955, p. 1. London. 


Domiciliary Treatment of Pneumonia 


Sir,—I was interested to read Dr. H. J. Cronhelm’s letter 
(Journal, January 19, p. 157), and would agree that massive 
injections of crystalline penicillin would rapidly cure most 
cases. This therapy, however, is difficult to carry out in a 
large practice, and moreover certain organisms—that is, 
many staphylococci, H. influenzae, and viruses, the two 
former of which are likely to be found in cases of pneu- 
monia complicating chronic pulmonary disease—are insensi- 
tive to penicillin, and valuable time may be wasted in em- 
ploying this drug, possibly with fatal results. I should like 
to put in a plea for immediate and adequate tetracycline 
therapy for severe pneumonia, particularly if complicating 
chest disease—that is, chronic bronchitis—or evidence of 
myocardial failure is present. I prefer oxytetracycline forti- 
fied by vitamin B complex, and give 500 mg. every six hours 
until the temperature has been normal for 24 hours, when 
I give half the dosage for a further three to four days, If 
the case is uncomplicated or less severe I employ daily 
injections of benzylpenicillin diethylaminoethylester hydr- 
iodide (0.5 to 1 mega unit) with oral sulphadimidine. In 
many cases, however, I have found oral penicillin plus oral 
sulphonamide very satisfactory.—I am, etc., 


Birmingham. H. Josepus. 


Smoking and Lung Cancer 


Sir,—The carcinogenic bodies present in tobacco smoke 
are, it is understood, liquids of high boiling point present 
in the droplets of the tar-fog. Tar-fogs consist of a sus- 
pension of droplets of widely differing size from extremely 
small, which will pass through most filters, to compara- 
tively large droplets which tend to deposit on any solid 
surface with which they come into actual contact. To 
render the smoke relatively harmless it would appear to 
be necessary to remove only that portion of the tar-fog 
which will deposit tar on the lungs or throat. 

It is likely that the passage of the smoke through a filter- 
tip consisting, for example, of a plug of tightly packed 
cotton-wool would remove the heavier droplets, and I suggest 
that the tar-fog which passes through such a filter would 
be unlikely to deposit much of its tar on the throat or lungs, 
which would probably present fewer contacts for the tar 
droplets than the cotton-wool filter. It is therefore probable 
that the passage of the smoke through a good filter-tip will 
remove the harmful constituents to a very much greater 
degree than is represented by the actual percentage of the 
tar-fog removed. 

I should state that my qualifications for writing this 
letter are based on research experience in the removal of 
tar-fog from coal gas—a somewhat similar problem—and 
not on medical research work.—I am, etc., 


Stockport. H. FRANKLAND TAYLOR. 
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Delayed Reaction to Primidone in Pregnancy 


Sir,—Primidone (“ mysoline”) is an anti-convulsant drug 
which has been gaining wide popularity during recent years. 
Many workers have rightly emphasized its low toxicity com- 
pared with other available substances. The following case 
is described in order to indicate the possibility of delayed 
or chronic toxicity in certain circumstances. 


A 29-year-old married woman was put on primidone in March, 
1956, having previously had many years of phenobarbitone medica- 
tion. The commencing dosage was 0.75 g. daily, gradually increas- 
ing over the next few months to a maximum of 1.25 g. daily. The 
patient had become pregnant at about the time treatment began. 
During the first six months there were no side-effects whatever. 
However, in the last three months of pregnancy the patient com- 
plained of increasing drowsiness, depression, slight oedema of 
hands, arms, and face, and pitting oedema of the legs. She ap- 
peared to be quite toxic, although there was never the slightest 
evidence of cardiac or renal insufficiency. There was occasional 
bleeding from the nose and marked hypertrophy of the gums during 
the last weeks of pregnancy. Following the birth of the child the 
symptoms described above did not abate. The patient felt in- 
creasingly lacking in any desire to undertake both mental and 
physical tasks. A generalized itchiness of the skin began three 
weeks after delivery, followed two days later by an intensely 
pruritic morbilliform rash. There were night sweats and transient 
sore throats. Antihistamine drugs had no effect. Within a few 
days persistent vomiting began, accompanied mentally by a frank 
toxic confusional state. At this time the blood picture was 
normal with the exception of a 10% eosinophilia. The white 
cell count was 5,700/c.mm. Primidone was totally withdrawn 
and phenobarbitone was substituted. Recovery was almost im- 
mediate, the pruritus, oedema, and rash disappearing within 48 
hours. At the same time the mental state returned to normal, 
the patient regaining her usual energy and cheerfulness. 


The above symptoms have all been described by Handley 
and Stewart,' Whitty,’ Greenstein and Sapirstein,’ Good- 
man,‘ and many others; but it seems that such symptoms 
have always been reported as appearing during the early 
weeks of treatment. This case suggests that a chronic 
reaction can also occur ; and it may be of value to speculate 
whether pregnancy was either a direct cause, or by in- 
fluencing excretion may have given rise to retention of 
primidone in sufficient quantity to produce a delayed type 
of toxicity, It is perhaps worth noting that Timberlake*® 
indicated the possibility of a cumulative reaction to primi- 
done similar in nature to an initial side-effect reaction and 
“not a different type of reaction as implied by the term 
idiosyncrasy.” He does not describe any cases, and seems 
to have reached this conclusion from theoretical consider- 
ations. 

I would like to thank Dr. Alastair Cruickshank for his 
permission to publish this case, and to acknowledge the 
helpful information supplied by Imperial Chemicals (Phar- 
maceutical Division), Grangemouth.—I am, etc., 


Edinburgh. RONALD M. GABRIEL. , 
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Treatment of Barbiturate Poisoning 


Sir,—Dr. H. G. Penman raises an interesting point in his 
letter (Journal, December 8, 1956, p. 1365). Can the treat- 
ment of acute barbiturate poisoning with bemegride and 
amiphenazole (“ daptazole’) be simplified by the omission 
of amiphenazole ? The answer is, in most cases, yes. I 
pointed this out in an early article." Amiphenazole was in- 
cluded in the early treatments because it was believed, on 
the evidence of certain animal experiments, that this drug 
lowered the toxicity of bemegride. More recent experi- 
ments throw doubt on the general applicability of this find- 


ing. Further, we know from the work of Delay,’ which 
we have confirmed, that bemegride is not a very toxic drug 
in man. 

Amiphenazole is a mild respiratory stimulant in man. 
From reports received, one would expect benefit in about 
50% of cases of non-specific respiratory depression. If, in 
the treatment of a case of barbiturate poisoning with 
respiratory depression, one did not obtain an improvement in 
respiratory function with bemegride alone, then one might 
employ amiphenazole. However, I have not had a report 
of such a case which did not respond to bemegride alone.— 
I am, etc., 


Melbourne, Australia. F. H. SHaw. 
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Tibial Traction 


Sir,—I should like to put in a plea against the use of 
tibial traction in the treatment of fractures of the femur. 
I see quite a lot of these cases after their hospital treatment 
is finished, and am impressed by (1) the excellence of the 
result so far as the femur is concerned: the alignment is 
good and shortening is rare; (2) the deplorable result as 
regards the knee-joint, which too often is left permanently 
stiff and painful. When traction is applied to the femur 
by way of the tibia the considerable force used is exerted 
through the knee-joint, pulling the articular surfaces apart 
and straining the ligaments. It is not surprising that the 
joint responds to these insults by synovial effusion, instabi- 
lity, and traumatic arthritis. 

Surely there must be a better method. I wonder why 
orthopaedic surgeons (if they must use skeletal traction) 
do not put their Steinmann pins through the lower end of 
the femur and so spare the knee-joint this appalling trauma 
and its consequences.—I am, etc., 

Derby. W. L. TuRNER. 


Suicide in Obsessional States 


Sir,—On reading Dr. John Pollitt’s article, “ Natural 
History of Obsessional States ” (Journal, January 26, p. 194), 
one may get the impression that suicide is unlikely in 
obsessional illnesses. Such an assumption could be 
dangerous. I have known several patients with obsessional 
illnesses who have committed suicide. The last was a man 
of 35 years, severely incapacitated by ruminations, rituals, 
and indecision, who said he was “so undecided he didn’t 
know what to be undecided about.” He had been a volun- 
tary patient in a well-known hospital and diagnosed as 
having an hysterical illness. 

Obsessional disorders are notorious for being missed, and 
tend to masquerade in old case histories (including some of my 
own) as depressions or anxiety states with hysterical features. 


Often such patients are too carefully dressed or groomed 


to “ring true” and pass muster as a depressive illness. 
There is, indeed, a strong case for calling obsessional features 
signs as opposed to symptoms, since they are more often 
elicited by the physician than volunteered by the patient. 


I think it is likely that some suicides occur in patients with: 


obsessional disorders who are diagnosed as something else. 
En passant, violence seems a characteristic quality in patients 
with obsessional disorders. I can recall three suicides of a 


violent type, two who jumped under tube trains and one- 


who cut his throat with a razor blade. 


Out of Dr. Pollitt’s series of 150 cases, 101 were followed 


up, and it was found that one committed suicide and two 
attempted it. I would predict that several of the remaining 


49 who did not reply to the questionary have committed 


suicide. Obsessionals are secretive about their symptoms 


when alive, and dead men tell no tales. Quite often, I have- 


found, nor will their relations——I am, etc., 
St. Albans. RUSSELL BARTON. 


t 


Fes. 9, 1957 


OBITUARY 345 


Obituary 


Sir JAMSHEDJI DUGGAN, K.B.E., C.LE. 
F.C.P.S., D.O. 


Sir Jamshedji Duggan, formerly professor of oph- 
thalmic medicine and surgery in the Grant Medical 
College, Bombay, died on January 15 at the age of 72. 

Jamshedji Nusserwanji Duggan was born in Bombay 
on April 8, 1884, and received his professional training 
at the Grant Medical College, Bombay, where he 
obtained the diploma of L.M.S. in 1905. He took the 
Oxford D.O. in 1912, and was elected a Fellow of the 
College of Physicians and Surgeons of Bombay in 1918. 
Sir Jamshedji Duggan concentrated on ophthalmic work 
throughout most of his career, but for some time he 
was superintendent of the Tata Memorial Hospital for 
Cancer. From 1922 to 1939 he was professor of oph- 


thalmic medicine and surgery in the Grant Medical | 
. is a chartered accountant in Malaya. 


College, and superintendent of the Sir Cowasji Jehangir 
Ophthalmic Hospital. In 1934 he was president of the 
All-India Ophthalmological Congress. A frequent con- 
tributor to ophthalmological journals, he was the author 
of the chapter on presbyopia in the 1938 edition of the 
British Encyclopaedia of Medical Practice, and was the 
Bombay representative on the editorial committee of 
the British Journal of Ophthalmology. 

Throughout the first world war Sir Jamshedji Duggan 
served as a major in the Indian Medical Service, and in 
the second world war he was chairman of the Bombay 
Provincial Joint War Committee of the Indian Red 
Cross Society and St. John Ambulance Association. A 
justice of the peace for Bombay since 1918 and sheriff 
of Bombay since 1942, he was appointed O.B.E. in 1929 
and C.1.E. in 1933. He was created a knight in 1935 
and promoted to K.B.E. in 1945. He married in 1914 
and for over forty years had devoted support from his 
wife in all his activities. He is survived by Lady 
Duggan, by whom he had two sons, and the sympathy 
of all his friends, both in India and London, is extended 
to her and to the other members of his family in their 
great loss. 


J. M. STALKER, M.D. 


Dr. J. M. Stalker, regional medical officer at Dundee 
under the Department of Health for Scotland, died on 
January 21 in Dundee Royal Infirmary, where for a 
number of years he had been on the staff as a physician. 
His illness had lasted about three months. 

James Miller Stalker was born at Dundee in 1892, the 
son of the late Professor A. M. Stalker, physician at 
Dundee Royal Infirmary and professor of medicine in 
St. Andrews University. He was educated at Dundee 
High School and at the universities of Edinburgh and 
St. Andrews, graduating M.B., Ch.B., St. Andrews, in 
1916, and proceeding to the M.D. in 1936. In the first 
world war he served in France as a student dresser with 

_the British Red Cross, returning to qualify in 1916. 
' Thereafter he served with the R.A.M.C. and was 
wounded in 1917. After the war he took up general 
practice in Dundee. Later, in 1923, he was appointed 
an assistant physician to Dundee Royal Infirmary. In 
1936 he was promoted consulting physician to the in- 
firmary and lecturer in clinical medicine in St. Andrews 
University. He was a medical referee under the Work- 
men’s Compensation Act for some twenty years. After 


the outbreak of the second world war he was appointed 


consulting physician to the Emergency Medical Service © 


hospital at Bridge of Earn, in Perthshire. He returned 
to Dundee on the cessation of hostilities and resumed 
practice until appointed regional medical officer for the 
area, under the Department of Health for Scotland, in 
1952. He was a past president of the Forfarshire Medi- 
cal Association and of the Dundee Medical Club, to 
which he contributed papers on several occasions. He 
had been local chairman of the College of General 
Practitioners since its inception, and three years ago he 
contributed an article to this Journal on “ General 
Practice: Need for Hospital Technique in the Home.” 
Of a philosophical mind and considerable literary talent, 
he will be remembered for his cultured and often witty 
speeches. He was an elder of the St. George’s Parish 
Church, and at his funeral a large attendance of col- 
leagues and friends paid tribute to the esteem in which 
he was held. He is survived by his widow, Dr. Jeannette 
Stalker, and his son, Dr. Alexander M. Stalker, both of 
whom practise in Dundee, and by a younger son, who 


C.-E. A. WINSLOW, M.S., Dr.P.H. 


Professor C.-E. A. Winslow, professor emeritus of public 
health at Yale University, died at New Haven on Janu- 
ary 8, aged 79. He had edited the Journal of Bacterio- 
logy and the American Journal of Public Health for 
many years. 

Charles-Edward Amory Winslow was born at Boston 
on February 4, 1877, and graduated in science at the 
Massachusetts Institute of Technology, where he worked 
first as an assistant in the department of biology and 
later as assistant professor of sanitary biology. For some 
years also he held the post of assistant health officer 
at Montclair, New Jersey. In 1910 he moved to New 
York as associate professor of biology at the New York 
City College, holding at the same time the curatorship 
of public health at the American Museum of Natural 
History. In 1915 he went to Yale as Lauder professor 
of public health in the school of medicine, and for the 
next thirty years he was one of the most active and 
influential of public-health workers in the United States. 
His range of interests was enormous, and, besides being 
a bacteriologist and teacher of renown, he was an expert 
on health education, on sanitary engineering, and on 
international aspects of public-health work. Meanwhile 
he accepted added responsibilities as editor of the 
Journal of Bacteriology and the American Journal of 
Public Health, and he wrote several books. 

Among the first of those who helped to organize the 
health work of the League of Nations, Professor Winslow 
was one of the “expert assessors” of its health com- 
mittee from 1927 to 1932, and he was also for a short 
time scientific director of the International Health Divi- 
sion of the Rockefeller Foundation. His work for the 
World Health Organization culminated in the publica- 
tion of his monograph The Cost of Sickness and the 
Price of Health in 1951. He was made president of the 
Society of Bacteriologists in 1913, of the American Public 
Health Association in 1926, and of the American Society 
of Heating and Ventilating Engineers. He gave the 
Cutter Lecture at Harvard in 1928, and among the 
awards he received for his services to the cause of pre- 
ventive medicine were the Sedgwick Medal of the 
American Public Health Association, the Shattuck 
award, the Léon Bernard Medal (W.H.O.), and the 
Lasker Award. 
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Sir CHAD WOODWARD, M.B., F.R.C.S. 


Sir Chad Woodward, who practised in London as a 
surgeon for a few years before the first world war and 
was at one time chairman of the Worcestershire County 
Council, died on February 2 at Queen Elizabeth Hos- 
pital, Birmingham, aged 76. 

Alfred Chad Turner Woodward was born on March 2, 
1880, the son of Robert Woodward, D.C., J.P. From 
Radley School he went on to study medicine at Edin- 
burgh, graduating M.B., Ch.B. in 1904 and taking the 
F.R.C.S. of Edinburgh in 1908 and of England in 1911. 
After graduation he held the posts of house-surgeon at 
the Edinburgh Royal Infirmary and of resident surgical 
officer at the Birmingham General Hospital. When he 
returned from a period of postgraduate study on the 
Continent he was elected to the staff of the Royal Ortho- 
paedic Hospital, Birmingham. Later he moved to 
London, and was surgeon to out-patients at the Hamp- 
stead General Hospital and at the Temperance Hospital 
and assistant surgeon at the Belgrave Hospital for Child- 


ren. At this time he wrote a number of papers, mainly | 


on orthopaedic subjects, and he was the author of the 
chapter on burns and scalds in Choyce’s System of 
Surgery (1912). During the first world war, in which 
he served as a major in the R.A.M.C., his elder brother 
was killed and he became heir to the family estate at 
Arley, near Kidderminster. Thereafter he took a pro- 
minent part in public life in Worcestershire, as his father 
had before him. He became not only chairman of the 
Worcestershire County Council but of the Severn Catch- 
ment Board and of the Board of Conservators of the 
Severn Fishing District. He put his medical training to 
good use as a member of the Radium Commission and 
as a governor of the London School of Hygiene and 
Tropical Medicine. He was also a governor of Birming- 
ham University. For his many public services he was 
knighted in 1944. 

He married in 1934, and is survived by his wife and 
three daughters. 


The sudden death of Dr. P. T. Hutt on December 22, 
1956, at the early age of 37 came as a great shock to his very 
many friends. Patrick Terence Hull was born on June 10, 
1919, and began his medical education at King’s College, 
London, in 1938, but joined the Army not long afterwards. 
In 1947 he became a medical student again at King’s College, 
going on to the Westminster Hospital, and qualifying 
M.R.C.S., L.R.C.P. in 1951. 

Dr. G. D. Rees writes: I first met “Pete” Hull in 
October, 1938, when we started the first M.B. course at 
King’s College, London. He quickly became a popular mem- 
ber of the medical faculty, and this popularity increased when 
the faculty moved to Glasgow and subsequently to Birming- 
ham after the outbreak of war. While at Birmingham he 
gave up his studies and joined the Army. After training in 
this country he served in India and subsequently in Japan 
with the British Commonwealth Occupation Forces. He 
returned to this country and resumed his studies in January, 
1947. After leaving King’s College he went on to West- 
minster Hospital, where he soon became well known and well 
liked. He was keenly interested in all forms of sport, par- 
ticularly Rugby football, and in spite of a somewhat rotund 
build was a proficient centre three-quarter. Immediately after 
qualification he joined his father and brother in practice at 
Rogerstone, Newport, Monmouthshire, and became a popu- 
lar and respected member of the community. He married 
in the spring of 1956. The medical profession has lost a 
most colourful personality and many of us have lost an 
invaluable friend. To his wife and family we extend our 
sincere sympathy. 


Dr. CATHERINE Evans, a general practitioner in Herne Bay 
and specialist anaesthetist to the Canterbury and Isle of 
Thanet Groups of Hospitals, died on December 28, 1956. 
She was 56 years of age. Grace Catherine Evans was born 
on April 29, 1900, within a stone’s throw of the Royal Free 
Hospital, where her father was on the teaching staff, and 
equally near to the London School of Medicine for Women, 
of which her maternal great-grandfather, John Turle, was a 
founder and at which she later studied medicine. The 
family moved to Herne Bay in 1908, when her father set up 
in general practice, and it was there that she received her 
early schooling before following the family tradition, the 
fifth generation to do so, by qualifying to practise medicine. 
When her studies were interrupted by a year in hospital as 
a patient she was told from all sides that she could never 
complete the course. But Catherine Evans was never one to 
give up, and her courageous determination carried her 
through in the shortest possible time. She qualified by 
taking the London Conjoint diploma in 1927. This early 
demonstration of a refusal to allow difficulties or illness to 
quell her spirit was echoed in a lifelong disregard of a con- 
stitution that was not at all robust. Her devotion to her 
vocation was shown in her conscientiousness in working for 
her patients’ best interests, both within and outside the 
medical sphere. After a few years as assistant to her father 
she set up in general practice by herself. For twenty years 
she covered the duties at the infant-welfare and antenatal 
clinics in the locality, and was beloved by mothers and 
children. She showed a marked dexterity and speed in all 
her skills, and made herself an excellent anaesthetist, joining 
the hospitals staff in an honorary capacity as an anaesthetist 
before the inception of the National Health Service in 1948 
and subsequently as an established part-time specialist. At 
the early age of 36 she was appointed to the bench of magis- 
trates and took a lively interest in local public affairs. She 
served for many years on the executive committee of the 
East Kent Division of the British Medicai Association, and 
was representative at the Annual Representative Meeting 
from 1946 to 1953. Representatives will remember her forth- 
right and fearless expression of opinions, voiced because they 
were her sincere belief and never withheld if they were un- 
popular. It was always a joy to be pinned to the wall by her 
criticism or energetic disagreement, for she was the soul of 
candour and courage. How she continued to do her work 
crippled with illnesses any one of which would have reduced 
an ordinary mortal to helplessness will ever remain a marvel 
and an inspiration to those who knew her. A great fighter 
for life, she was overwhelmed by illness, but she never 
surrendered. There hung in her surgery the framed text, 
“The Peace of God Passeth Understanding,” and under- 
neath was added, “ Peace of Conscience, Peace of Character, 
Peace of Conviction, Peace of Confidence.” The strength 
that Catherine Evans drew from that inner peace throughout 
her years of conflict swelled out as a triumph in the organ 
notes of Mendelssohn’s “Be Not Afraid” at the crowded 
funeral service to mourn the passing of this courageous lady. 
She leaves a sister and three brothers, of whom two are in 
medicine, while the son of the third is the sixth generation of 
doctors.—M. S. H. 


Dr. R. S. Ryce, who was in practice at Pentrebach, 
Merthyr Tydfil, Glamorganshire, for forty-five years, died 
at his home there on January 8 at the age of 86. 
Richard Samuel Ryce was born at Cork on December 6, 
1870, and was educated at the former Queen’s College, Cork, 
graduating M.B., B.Ch. at the old Royal University of Ire- 
land in 1897. He proceeded to the M.D. in 1901 and to 
the M.Ch. in 1902, when he was also elected a Fellow of 
the Royal College of Surgeons in Ireland. Soon after 
graduation he became an assistant in a general practice at 


“Aberdare, but in 1906 he set up on his own account at 


Pentrebach and Abercanaid, then two very small villages 
near Merthyr Tydfil, where he was surgeon and radiologist 
at the local hospital. His practice was mainly among miners 
and their families, and by the time he retired the population 
of Pentrebach and Abercanaid had risen to over 5,000. A 
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member of the British Medical Association for forty years, 
he was chairman of the North Glamorgan and Brecknock 
Division in 1929-30, and for many years he was a repre- 
sentative at the Annual Panel Conference. He took a 
prominent part in the life of the district, and was a past 
president of both the Merthyr Rotary Club and the Aber- 
canaid Recreation Association. Archaeology was a subject 
in which he was always specially interested. A widower, 
Mrs. Ryce having died in 1914, he is survived by his son, 
Dr. J. L. Ryce, who succeeded him in the practice. 


Dr. JoHN Low died at the Princess Elizabeth Hospital, 
Guernsey, Channel Islands, on January 1 at the age of 80. 
For many years he was a well-known general practitioner at 
Oldham, Lancashire. John Low was born at Aberdeen, and 
received his medical education at the university there, gradu- 
ating M.B., Ch.B. in 1899. _After holding house appoint- 
ments at hospitals in Sheffield, Wigan, Derby, and Rochdale 
he went into general practice at Oldham in 1904, where he 
remained for thirty-five years. He was also factory surgeon 
for the Oldham East district. For many years a member of 
the Oldham Borough Council, he served as chairman of the 
watch committee and the police committee at various times. 
He was awarded the Military Cross in 1917 for conspicuous 
gallantry and devotion to duty in Mesopotamia while serving 
in the R.A.M.C. in the first world war. In 1950 Dr. Low 
moved to Guernsey, where he lived in retirement until his 
death.—F. R. L. 


The death occurred at St. Andrews, Fifeshire, on 
January 9 of Dr. EvtzaBeTH M. Ramsay, at the age of 
91. She was the widow of Dr. Andrew Maitland Ramsay, 
the eminent Scottish ophthalmic surgeon, who died in 1946. 
Elizabeth Margaret Pace, one of the pioneers among 
medical women—she was a member of the B.M.A. for 64 
years—graduated M.B. at London University in 1891 and 
proceeded to the M.D. four years later. She settled in prac- 
tice in Glasgow, and became gynaecologist to the Victoria 
Infirmary Dispensary. Later she went into partnership with 
the late Dr. Alice McLaren, who died in 1945. A notable 
achievement of the partnership was its founding in 1903 of 
the Glasgow Women’s Private Hospital, now known as the 
Redlands Hospital for Women, which was staffed by women 
doctors for the treatment of women and which became even- 
tually a complete general and maternity hospital staffed by 
women specialists in all departments. Dr. McLaren was the 
first woman gynaecologist in Glasgow and the first medical 
superintendent of the hospital. Dr. Pace married Dr. A. 
Maitland Ramsay in 1907, and both continued to practise 
in Glasgow until about 1924, when they retired to live at 
St. Andrews. 


A friend writes: The Ramsays had an ideally happy 
marriage, as the large number of those in St. Andrews who 
enjoyed their hospitality were aware. The Castle House, 
which was their home, became a place of pilgrimage for 
many of their old patients, and there they so warmly received 
a multitude of new friends. Their concern for education 
prompted them to take that vigorous interest in the university 
and in St. Leonard’s School which animated them until the 
end of their lives. On the council of the latter, Mrs. Ramsay 
was a deeply respected member for many years. Eventually, 
after her husband’s death, she found herself compelied to 
leave her house, and in recent years had lived in the Graig- 
mount Nursing Home, where, with all her old alertness of 
mind and with the large-heartedness which was hers to the 
vend, she received her friends. Generous, keen-witted, kind, 
and affectionate, she found her happ ness latterly in identify- 
ing herself with the concerns of others. All her friends will 
sadly miss her ; they will ever remember her with affection 
and gratitude. 


Dr. C. E. E. HERINGTON, who was medical officer of health 
for Dagenham for twenty years, dicd on January 15 at his 
home in Selsey, Sussex, where he had been living in retire- 
ment. He was 63 years of age. Cecil Edward Eede Hering- 


ton was born in Sussex on May 10, 1893, and received his 
medical education at St. Bartholomew's Hospital, qualifying 
by taking the London Conjoint diploma in 1918. During 
the first world war he served first in the Army and then in 
the Royal Navy. After demobilization he took the London 
degrees of M.B., B.S. in 1920—proceeding to the M.D. in 
1943—and was in general practice at Longton, Staffordshire, 
and Twickenham and Teddington, in Middlesex. Having 
decided upon a career in public health, he took the D.P.H. 
of the English Royal Colleges in 1923, and was appointed 
deputy medical officer of health for Doncaster in 1925, after 
having gained experience as assistant medical officer of 
health under the Surrey County Council. He left Don- 
caster in 1926 to become medical officer of health for 
Ilkeston, where he stayed until 1928, when he was appointed 
medical officer of health for the Erith Urban District. In 
1934 he obtained the appointment of medical officer of health 
for Dagenham, where he remained until he retired in 1954. 
While at Erith he was president of the local Rotary Club, 
of which he was a founder member, and president of the 
Erith branch of the National Association of Local Govern- 
ment Officers. He was also honorary secretary of the Kem 
branch of the Society of Medical Officers of Health, and in 
1953 he became honorary treasurer of the society itself, an 
office he held until his death. A member of the British 
Medical Association for some thirty years, he was chairman 
of the South Essex Division in 1950-1. He also served on 
a number of committees at B.M.A. Headquarters, including 
the Central Medical Recruitment Committee, the Services 
Subcommittee, and the County District Medical Officers of 
Health Subcommittee. During the second world war he 
was in charge of the Dagenham casualty services, and his 
work at that trying time will always be remembered there. 
He is survived by his widow and two sons, one of whom 
is a doctor. 

A friend writes : It is not so much as a medical officer 
of health that Dr. C. E. E. Herington will be remembered 
but as a man. He was a really delightful person, and those 
of us who were privileged to be his personal friends will 
never forget his quiet, kindly manner. He was one to whom 
one could go easily for advice and help. He was a keen 
follower of county cricket, and took every opportunity to 
watch his adopted county, Essex. An enthusiastic gardener, 
he was an authority on chrysanthemum growing, and to 
spend a summer afternoon with him was something to be 


remembered. 


Dr. O. L. SCARBOROUGH died in the Selby War Memorial 
Hospital on January 16 at the age of 80. after being in 
practice almost forty years. Born in Halifax on June 28, 
1876, Oswald Lowndes Scarborough was educated at Brad- 
ford Grammar School and St. John’s College, Cambridge, 
going on to the Leeds General Infirmary for his clinical 
training. He qualified M.R.C.S., L.R.C.P. in 1905, and 
many years later, in 1941, he graduated M.B., B.Ch. at 
Cambridge. After qualification he held a number of resi- 
dent appointments and then went into general practice in 
Chapeltown, Leeds, He volunteered for the R.A.M.C. at 
the outbreak of the first world war, and served until 1919, 
when he finally became a general practitioner in Selby. 
For many years he was a member of the medical staff of 
the Selby Hospital and also divisional surgeon to the St. 
John Ambulance Brigade. In 1935 he had two attacks of 
coronary thrombosis, which kept him away from his work 
for almost a year. Ten years later the youngest of his 
three sons died while still a medical student, and in 1946 
his wife died. 

C.R.H. writes: Dr. Scarborough symbolized the old 
family doctor at his best. With his old-world courtesy 
and charm of manner, his rare physique, and conscientious- 
ness in his work, he built up a very extensive practice. A 
founder-member of the Selby Rotary Club, he always gave 
of its first principle, “Service before self.” His serious 
demeanour, his keen, penetrating expression, his monocle 
and cravat were always apt at first to make his patients a 
little apprehensive, but his rare gift for hard work coupled 
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with his obvious medical skill inspired infinite trust, which 
was always acknowledged by colleagues and patients alike. 
The high esteem in which he was held was fittingly demon- 
strated at his funeral service. Many people, some from 
miles away in the country, came to pay their last tribute 
and revere his memory in the quiet beauty and dignity of 
the lovely Abbey Church at Selby, for which he had been 
a devoted worker. Our sympathy is extended to his sister, 
who looked after him so well in his later years, and to his 
two sons, both members of the medical profession. 


Dr. J. H. Simmons, consulting physician to the Lewisham 
group of hospitals, died in Lewisham Hospital on January 
17, aged 54, after a brief illness. John Howard Simmons 
received his medical education at King’s College Hospital, 
qualifying with the London Conjoint diploma in 1925, and 
later graduating M.B., B.S. in 1926. He took the M.R.C.P. 
in 1930 and proceeded M.D. in the following year. After 
house appointments at King’s College Hospital he spent 
some time in general practice, but early in the 1930's he 
joined the hospital service of the London County Council. 
His outstanding medical ability led to steady promotion, 
and he served in no fewer than six of these hospitals, his 
final appointment being that of physician specialist to 
Lewisham Hospital in 1944. With the advent of the 
National Health Service he became consultant physician, 
and he served the hospital as senior physician up to the 
time of his death. He also served on the staff of St. John’s 
Hospital in a similar capacity. His opinion was respected 
and widely sought, and his kindly nature and good advice 
brought him many friends. He was always interested in 
hospital administration and had served as deputy medical 
superintendent at Mile End and St. Charles’s Hospitals. He 
was chairman of the Lewisham hospital staff committee for 
a period, and later for three years he served as chairman 
of the group medical advisory committee. In this capacity 
his tactful handling of many difficult problems proved a 
very valuable asset in the early stages in the development 
of the Lewisham hospitals as a group. After the retire- 
ment of the late medical superintendent in 1951 Dr. 
Simmons undertook the medical administrative duties of 
the hospital—under the title of executive medical officer— 
but he still gave the greater part of his time to his clinical 
work and to the welfare and medical care of the nurses, 
who held him in great affection. Many of his leisure hours 
he devoted to his garden, of which he was very fond. He 
had a happy family life, which he shared freely with a large 
circle of ~ 2nds, and at Christmas he and his wife used 
regularly ov entertain students from the Commonwealth. A 
large cou, egation of colleagues and friends paid their last 
respects at a memorial service at St. Mary’s Parish Church, 
Lewisham, on January 26. His sudden and tragic death—in 
the prime of his life—has been a very severe loss to his 
colleagues and friends, who will wish to extend their 
sympathy to his widow and daughter.—J. J. ‘ 


By the death of Mr. ArtHuR H. Crook on January 19 
Eastbourne has lost a revered and well-known member of 
the medical profession. He was 72 years of age. Arthur 
Henry Crook was born at Southampton on August 19, 1884. 
From Christ’s College, Cambridge, he went on to Guy’s 
Hospital with a scholarship in 1906. Qualifying by taking 
the London Conjoint diploma in 1908, he took the F.R.C.S. 
in 1911, the Cambridge M.B. in 1912, and the M.Chir. in 
1913. After qualification he held the appointments of 
out-patients officer, house-surgeon to Sir Charters Symonds, 
and resident obstetrician at Guy’s Hospital, and then settled 
in practice with Dr. Astley Roberts at Eastbourne, where 
he was appointed assistant medical officer to the Princess 
Alice Memorial Hospital. 
was called up immediately the first world war broke out 
and served at Antwerp and Gallipoli, being mentioned in 
dispatches. On return to civilian life he again took up his 
work at the Princess Alice Memorial Hospital. In 1936 he 
was due to retire from the honorary staff of the hospital 
after fifteen years as a senior, but his services were con- 


A member of the R.N.V.R., he - 


sidered of such value that the post of fracture surgeon was 
created and he was appointed to fill it. To fit himself for 
this work he undertook postgraduate study abroad and in 
England. He served on the staff of the hospital for 38 
years, from 1914 to 1951, but up to as late as last year he 
returned to duty as locum during holiday periods. When the 
British Medical Association held its Annual Meeting at 
Eastbourne in 1931 he served as vice-president of the Section 
of Obstetrics and Gynaecology. Arthur Crook was a keen 
sportsman. While at Cambridge he was captain of an 
Association football team, and from 1906 to 1910 he played 
for the Guy’s Hospital Rugby fifteen. In 1933 he helped 
Dr. M. Ross Taylor to found the Eastbourne Sailing Club, 
of which he was at first vice-commodore, then commodore, 
and ultimately vice-president for life. He was an enthusi- 
astic Sussex Townsman and District Officer for a number of 
years. He had travelled widely on the Continent, and was 
interested in people and their welfare more than in the arts 
or in antiquities. His family life was one of great happiness, 
and our sincere sympathy goes out to his widow, formerly 
Miss Margaret Witherbee, whom he married in 1913, and 
his three sons and daughter. He saw his last patient on 
January 16 and died three days later, truly in harness to the 
end, as he would have wished.—E. W. H. 


Dr. JANET McGitt died in the South London Hospital 
for Women on January 25 after a short illness. Janet 
McAllister McGill was born at Falmouth on April 26, 
1894. She received her medical training at the London 
School of Medicine for Women and St. Mary’s Hospital, 
graduating M.B., B.S. from London University in 1918, pro- 
ceeding to the M.D., gaining the University gold medal, 
in 1921. After graduation she held resident posts at 
St. Mary’s Hospital, the Elizabeth Garrett Anderson Hos- 
pital, and Paddington Green Children’s Hospital. In 1922 
she settled in general practice in Streatham, and became 
known to a large circle of patients, who valued her thorough- 
ness and judgment and her quick insight and sympathy, and 
who came to know her as their friend. She loved children, 
and with her understanding and sense of fun she readily won 
their confidence. She held a variety of appointments and 
gave herself to each with the zest and interest which were 
characteristic of her. For many years she was medical officer 
to the Balham Infant Welfare Centre and was medical offi- 
cer to the Streatham Babies’ Hospital until its closure in 
1939 at the outbreak of war, during which she took an 
active part in the training of A.R.P. personnel and was 
medical officer to a first-aid post. She became medical 
officer to the Magdalen Hospital School in 1928, and was 
also for some years medical officer to a home of the Fellow- 
ship of St. Michael and All Angels, caring for unmarried 
mothers and their children, and in both she was a friend 
both wise and gay to the girls and to the staff. Her cheerful 
energy and capacity for hard work enabled her to overcome 
serious handicaps of ill-health. Towards the end of 1952. 
however, her health became worse, and she was obliged to 
retire from much of her work, keeping only some private 
practice and her post at the Magdalen Hospital School. 
She was happy to have more time for reading and her 
garden and for her friends. She had a wonderful memory 
and wide interests, and her sense of enjoyment was infec- 
tious. In difficulty or trouble she seemed to have, for 
her friends as for her patients, a boundless store of en- 
couragement and good counsel, and this sprang essentially 
from the faith which was the mainspring of her life. All 
who knew her are indeed grateful for her example and 
companionship.—E. M. S. 


Dr. A. I. Ross, who died suddenly at his home at Sutton, 
Surrey, aged 45, on January 25, was a well-known figure 
in the Croydon are&, where he held the office of group 
pathologist at Croydon General Hospital. The son of a 
general practitioner in Stockton-on-Tees, Alastair Ian Ross 
was educated at Fettes and Aberdeen University, where he 
followed the family calling of medicine. After graduating 
M.B. in 1935 he worked as house-physician and house- 
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surgeon at Sheffield Royal Hospital, and then spent a period 
studying abroad at the institute of pathology, Freiburg 
University. He returned to Britain to take the D.P.H. in 
London in 1938. He then held, in succession, the appoint- 
ments of assistant in the Nuffield Department of Pathology 
and Bacteriology at the Radcliffe Infirmary, Oxford, and 
assistant lecturer at the Postgraduate Medical School, Ham- 
mersmith. In 1942 he joined the R.A.M.C. and served as 
a graded specialist in pathology, with the rank of major, 
in North Africa and Italy. On demobilization in 1946 Ross 
returned to Hammersmith. Then he went to the Kent 
County Hospital, Farnborough, and in 1948 to his final 
appointment in Croydon as a consultant. In Croydon Ross 
found himself faced with the need for unification and 
modernization of the laboratory services in a diverse group 
of hospitals. In spite of many difficulties, and with very 
little assistance, he achieved in a short time a remarkable 
measure of reorganization. As a man Ross combined a 
large, strong frame with a reserved, even shy, demeanour. 
He was essentially sincere and straightforward, though in 
personal dealings these qualities could make him seem, on 
occasions, somewhat brusque. To those who knew him he 
had an innate and sometimes disarming candour and 
modesty. He was methodical, instinctively cautious, and 
always knowledgeable in his work. His opinion in 
matters of surgical pathology was very sound indeed. In 
the last year or two his career and activities generally were 
clouded by a tragic illness, which he bore courageously. 
His organizing ability in Croydon, his respect for the needs 
of general practitioners, and his touches of kindliness will 
be remembered. Dr. Ross leaves a widow—herself a doctor 
—and three children.—G. T. S. 


Medico-Legal 


INSULIN AND DRIVING 
[From ouR Mepico-LEGAL CORRESPONDENT] 


By Section 15 (1) of the Road Traffic Act, 1930, anyone 
who, when driving or attempting to drive or when in charge 
of a motor vehicle on a road or other public place, is 
under the influence of drink or drugs to such an extent as 
to be incapable of having proper control of the vehicle is 
liable to serious penalties. He is liable to disqualification 
from driving for at least a year. On indictment he is liable 
to six months’ imprisonment or an unlimited fine or both. 
On summary conviction before justices he is liable for a first 
offence to a fine of £50 or four months’ imprisonment, and 
for a subsequent offence to a fine of £100 or four months’ 
or both, Section 9 (1) of the Road Traffic Act, 1956, pro- 
vides that, if he is not driving, a person shall be deemed 
not to have been in charge of the motor vehicle if he proves 
that there was no likelihood of his driving the vehicle so long 
as he remained unfit to drive and that after becoming unfit 
to drive he had not in fact driven the vehicle on a road or 
other public place. The penalties, then, are heavy, though 
not in comparison with the disastrous consequences to 
others which can and often do follow the offence. 

On January 30, 1957, an appeal’ was heard before the 
Queen’s Bench Divisional Court against the dismissal by 
the Prestbury (Cheshire) Justices of an information charg- 
ing Mr. J. W. Clark with unlawfully driving a motor-car 
on the road when under the influence of a drug to such an 
extent as to be incapable of having proper control of the 
vehicle. The facts were that Mr. Clark, a chemist, had 
suffered from diabetes for 12 years. On August 13, 1956, 
after taking by injection his usual and prescribed dose of 
insulin, followed by a regulated meal, he had driven him- 
self two miles to the cinema. Some. hours later he was 
found sitting semi-comatose at the wheel of his car in a 
hypoglycaemic coma. The justices dismissed the informa- 
tion on the basis that insulin was not a “ drug.” 


* Armstrong v. Clark, The Times, January 31, 1957. 


The Lord Chief Justice, in the course of his judgment 
allowing the appeal against the justices’ decision and remit- 
ting the case to the justices with a direction to convict, said 
that of course insulin was a “ drug” for the purpose of the 
Road Traffic Act. The justices must remember that the 
section ‘of the Act was designed for the protection of the 
public, and if people were in a condition of health which 
rendered them subject to comas, or the remedies for which 
might send them into comas, they ought not to drive be- 
cause of the danger which resulted. Mr. Justice Cassels, 
in a concurring judgment, said that it would be small con- 
solation for anyone injured by a motorist to be told that 
the motorist was under the influence of a drug and it was 


not his fault. 
Proper Control 


This decision is reported to have caused concern to the 
British Diabetic Association, with its 20,000 members. This 
concern should be dispelled so long as the precise con- 
stituents of the offence are remembered. It is not an offence 
to drive a motor vehicle while under the influence of a drug. 
It is an offence, and for the protection of the public it obvi- 
ously must be an offence, to drive when under the influence 
of a drug to such an extent as to be incapable of having 
proper control of the vehicle. 

If the accurate regulation of insulin intake and diet makes 
the risk of hypoglycaemia negligible, and a doctor is satis- 
fied that his patient understands the situation and can be 
trusted to regulate his intake accurately, there is no reason 
why he should advise him not to drive. But if the patient 
for any reason does develop hypoglycaemia he will be as 
grave a danger to people on the road as if his control of 
his car was impaired by drink, and he will be liable to the 
same penalties. The fact that he deserves more sympathy 
than the alcoholic will be no consolation to his victim if 
he hits someone. Once his condition is such that he is 
incapable of having proper control, it is chance which 
decides whether he will hit anybody or not. 


THEFT OF HOUSE-PHYSICIAN’S CLOTHES 
[From our Mepico-LEGAL CORRESPONDENT] 


One of the terms on which Dr. V. A. Edwards was engaged 
as resident house-physician at the Watford and District Peace 
Memorial Hospital was that he should live in a hostel near 
the hospital and provided by the West Hertfordshire Group 
Hospital Management Committee. A deduction of £125 
was to be made from his salary of £425 per year in respect 
of the board, lodging, and other services which the com- 
mittee provided there. The terms of his engagement were 
as negotiated between the Whitley Council for the Health 
Services and the B.M.A. 

On December 17, 1955, Dr. Edwards got home to his 
room in the hostel at 2 a.m. to find that £70 worth of 
his clothes and personal belongings had been stolen. He 
brought an action against the management committee on 
the ground that they owed him a duty to take reasonable 
care of his bedroom and his personal clothes and effects, 
and of the keys to the door, and that it was an implied 
term of his contract of employment that they would per- 
form that duty. The Watford-County Court Judge decided 
in favour of the committee, and on January 31, 1957, Dr. 
Edwards’s appeal against this decision was dismissed by the 
Court of Appeal.’ 

In his judgment Lord Justice Hodson said that, on the 
authorities, a boarding-house keeper was under a duty to 
take some care of the goods of his guests, but that the 
duties which arose in the case of a boarding-house could 
not arise in the present case. The committee was not con- 
ducting the hostel as a boarding-house any more than if the 
staff was resident in the hospital building itself and getting 
food and lodging free. This was simply a case of master 
and servant when the master was paying his servant partly 
in cash and partly by giving him food and lodging, and 


' The Times, February 1, 1957. 
2 Deyong v. Shenburn, [1946] K.B. 227. 
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it made no difference that the food and lodging were valued 
at £125. It had been said by Lord Justice du Parcq’ that 
there had never been a decision that, merely by reason of 
the relation of master and servant, the master must take 
reasonable care of his servant’s belongings in the sense that 
he must take steps to ensure, so far as he could, that no 
wicked person should have the opportunity of stealing his 
servant's goods. This was not confined to domestic servants, 
‘and there was no implied term in the contract which laid 
such a duty on the committee. 

Lord Justice Morris and Lord Justice Sellers agreed, and 
the court refused leave to Dr. Edwards to appeal to the 
House of Lords. 


The Medical Defence Union instructed Messrs. Hempsons, 
solicitors, to act for Dr. Edwards. 


Medical Notes in Parliament 


Industrial Health Service 


The MINISTER OF LaBouR said in reply to Mr. F. WILLEY 
(Sunderland, North, Lab.) on January 29 that he could not 
tell when he would be able to make a statement on industrial 
health services and organization as envisaged in paragraph 
143 of the Report on the Staffing and Organization of the 
Factory Inspectorate. Mr. WILLEY observed that it was 
heartening to read in the report that much thinking was 
taking place ; but was it unrealistic to expect effective action 
as a result in the near future? Mr. IAIN MACLEOD said the 
main thinking referred to in paragraph 143 was being done 
by the Industrial Health Advisory Committee. He would 
not like to hurry that. It was more important to get the 
right answer than to come to a conclusion quickly. In 
particular, they would want the report of the survey going 
on in Stoke-on-Trent into the pottery industry, which would 
not be available till the end of the year. 

Mr. A. SKEFFINGTON (Hayes and Harlington, Lab.) asked 
when it was proposed to announce a successor to the senior 
medical inspector of factories. Mr. MAcLEop said he hoped 
to do so well before August, when the senior medical 
inspector would retire. Mr. SKEFFINGTON urged that in 
building up an effective department the name of the per- 
son to be in charge should be known soon. Mr. MACLEOD 
said he recognized that, and attached the greatest importance 
to the medical inspectorate. 

Sir Leste PLumMMeR (Deptford, Lab.) asked the Minister 
of Labour on January 31 if he would improve the grading 
of the post of senior medical inspector. Mr. MACLEOD 
replied “ No.” The present grading of the post was based 
on the recommendations of the Howitt Committee, which 
reported in 1951. The salary had been adjusted in accord- 
ance with the recommendations of the Royal Commission 
on the Civil Service. 


Mental Hospital Patients 


Mr. C. Doucuty (Surrey, East, Con.) asked the Minister 
of Health on January 29 which officials of mental hospitals 
were responsible for the discharge of patients ; on what basis 
they were remunerated ; and whether their remuneration was 
related in any way to the number of patients in the hospital. 
Mr. D. Vosper replied that no official was authorized to 
discharge a patient in a mental hospital, but any two mem- 
bers of the hospital management committee when ordering 
the discharge of a temporary or certified patient must do so 
with the advice in writing of the medical superintendent. 
The salary of medical superintendents was generally based 
on length of service in their clinical grade and not on the 
number of patients. 


Moulded Rubber Footwear 
Mr. N. Dopps (Erith and Crayford, Lab.) asked the 
Minister of Health on January 31 from what sources he 
inquired about the effect of moulded rubber footwear in 
respect of foot ailments; and what advice he received in 


connexion with the use of synthetic materials. Mr. Vosper 
told him that advice was sought from consultants in dermato- 
logy and orthopaedic surgery. No distinction was made in 
this advice between synthetic materials and natural rubber, 
or a mixture of the two. 


Industrial and Medical Gases 


The PRESIDENT OF THE BOARD OF TRADE, who was asked 
on January 31 what action he proposed to give effect to 
the recommendations of the Monopolies Commission on the 
supply of certain industrial and medical gases (Journal, 
January 12, p. 101), said he must consider the report fur- 
ther before deciding what action to take. Mr. D. Wapbe 
(Huddersfield, West, Con.) said the Commission’s comment 
that existing legislation did not seem to provide any effec- 
tive means of dealing with the situation appeared to endorse 
the view that there were loopholes not covered by the 
Restrictive Trade Practices Act. Sir Davip Ecc.es replied 
that that was one of the parts of the report he had in mind. 


Cancer and Diesel Fumes 


Mr. READER Harris (Heston and Isleworth, Con.) asked 
the Minister of Health on February 4 what information his 
department now had on the connexion between diesel engine 
fumes and the increase in cancer. Mr. VosPER stated that 
the investigations being made under the auspices of the 
Medical Research Council into the nature and effects of the 
exhaust products of diesel engines had provided no evidence 
to support the suggestion that these fumes were a cause of 
cancer. Mr. Harris said there was still some concern about 
a possible connexion, and asked if further investigations 
were being made. Mr. VospeER replied that investigations 
would continue, but he could assure Mr. Harris that there 
was no connexion whatever. In a similar inquiry among 
London Transport employees it was found that the cancer 
incidence among those working with diesel engines was no 
greater than among those working with other vehicles. 


Research Expenditure 


Mr. M. Lipton (Brixton, Lab.) asked how much was being 
spent from public funds on research into the connexion 
between smoking and lung cancer. Mr. VosPerR informed 
him that in the current financial year the Medical Research 
Council were spending about £29,000 on research on this 
subject. Most of this sum came from the lung cancer 
research fund put at the disposal of the Council by a group 
of British tobacco manufacturers. Mr. Lipton said it was 
deplorable that the Government were making no contribu- 
tion. Was this explained by the Treasury’s policy that they 
did not want too many people to stop smoking? . Mr. 
VospPeER retorted that the Government were making a contri- 
bution to this research. The Medical Research Council were 
spending £327,000 from public funds this year on cancer 
research, but the mere expenditure of money would not 
necessarily find the answer. 


Proprietary Drug 

Mr. M. EpeLMAN (Coventry, North, Lab.) asked the 
Minister whether he had studied the claims contained in 
the advertisement of a proprietary drug; what was its 
composition ; whether it was to be included in Prescribers’ 
Notes; what equivalent preparation of a non-proprietary 
nature was already included in Prescribers’ Notes; and at 
what cost. Mr. VospPerR stated that he had studied the 
claims. Its composition was 50 mg. of caffeine per tablet. 
The preparation had been noted for inclusion in the list of 
preparations advertised to the public which doctors had 
been asked not to prescribe. A standard drug of similar 


* therapeutic effect was included in the British Pharmaceuti- 


cal Codex, retail price 114d. for 25 tablets, and he was 
advised that its clinical use was small and diminishing. He 
added that the drug was not harmful; the effect of one 
tablet was about the equivalent of a cup of tea or coffee. 
On social grounds it was undesirable. 
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Prescription Charge 

Mr. ARTHUR Lewis (West Ham, North, Lab.) asked the 
Minister in what numbers he had received letters of sup- 
port and opposition, respectively, to the Government's in- 
creased Is, per item prescription charge. Mr. Vosper told 
him that approximately 600 letters had been received criti- 
cizing the revised charge. Some letters had been received 
expressing approval of it. Dr, EptrH SUMMERSKILL (War- 
rington, Lab.) asked how many executive councils had 
written. Mr. Vosper replied, “A very large number,” and 
added that their replies all expressed the view that the 
scheme was working well except in three or four instances. 


Group Practices 

Dr. BARNET Stross (Stoke-on-Trent, Central, Lab.) asked 
the Minister how many group practices existed ; whether he 
was satisfied that sufficient loan capital was still available 
for them; and what amount of increase over the annual 
sum of £100,000 was contemplated. Mr. VosPeEr stated that 
the total number was not known, but loans to about 
100 such practices had been approved in England and 
Wales and the money involved was about £450,000. The 
fund was now increasing by over £100,000 a year, and he 
thought this should be sufficient. 


Food-poisoning 

Mr. SOMERVILLE HastTiINGs (Barking, Lab.) called atten- 
tion-to the increase by 49% of food-poisoning incidents in 
1955 ; and asked whether the Minister would arrange for an 
inquiry into the causation and prevention of such incidents. 
Mr. J. K. VAUGHAN-MorGaN, the Parliamentary Secretary, 
said the cause and means of prevention were being continu- 
ously investigated by medical officers of health, supported 
by the Public Health Laboratory Service and the Ministry’s 
medical staff, and he did not think that a special inquiry was 
required, 


Universities and Colleges 


UNIVERSITY OF DURHAM 


In Congregation on December 15, 1956, the following degrees 
were conferred : 
M.B., B.S.—Elizabeth Arnott (in absentia), J. B. G. Arthur, S. A. Banful, 


B. A. Black, B. Ehrlich (in absentia), Alwynne Gray, N. Manson, Emily S. S. 
Mochrie, N. L. K. Robson, J. A. Smith, J. K. Todd, H. N. Williams. 


UNIVERSITY OF MANCHESTER 


fhe following candidates have been approved at the examina- 


tions indicated : 

Finat M.B., Cu.B.—K. S. Ansell, P. J. Barber, K. Bass, A. Booth, 
A. T. Cartmell, B. W. Cham, J. D. Corcoran, Joan M. Curtis, E. W. Dade, 
Moira P. Dillon, Cynthia M. Dixon, A. M. Easty, W. O. Goldthorp, B. 
Graham, E. A. G. Hamilton, G. A. Harris, D. D. Hilton, Irene Holbrook, 
K. Horsfield, H. C. Jennings, T. A. Lambros, Elizabeth J. Larrad, 
Ledwich. Brenda J. Lovejoy, K. A. Mackenzie, P. McKelvie, Elizabeth 
M. B. McKenzie, Edith M. Meyer, P. Morris, H. Nickson, J. P. O’Loughlin, 
A. Pacovsky, H. W. Proctor, A. R. Robertson, D. T. Robinson, J. H. 
Scotson, Barbara S. Seymour, D. B. Shaw, N. M. Shaw, S. A. Silver, 
!. J. Slater, Eleanor’ M. Stocks (awarded distinction in medicine), A. G. 
Tetlow. M. H. Vause, D. Walker, W. B. Waring, R. D. Wood, A. B. 
Wootiliff. 

Dipcoma tn Pustic Heattu.—Cecilia F. G. Wild. 


ROYgL FACULTY OF PHYSICIANS AND SURGEONS 


At a meeting of the Faculty held on December 3, 1956, 
with the President, Professor Stanley Alstead, in the chair, the 
following were admitted Fellows of Faculty: J. S. Beck, A. 
Smith, J. M. J. Supramaniam. 


CONJOINT BOARD IN IRELAND 


(he following successful candidates in the recent final examina- 
tions under the Conjoint. Board were admitted by the President of 
ihe Royal College of Physicians of Ireland to the Licence in 
Medicine and Midwifery on December 7, 1956: 

Alice N. Abdelnour, N. A. Barry, D. P. Beirne, R. G. E. Benson, Erda P. 
Rodden, J. Briggs, W. O. Brinckenhoff, H. I. C. P. Browne, B. G. 
Curtin, J. E. L. Daly, Mary Duffy, J. R. Dukszta. W. A. K. Dwyer, S. O. 
Ljiwunmi, D. G. Elefthery, J. I. Horowitz, M. Kelly, A. Kenny, A. 
a ae Wanda Lawendel, . M. P. Moran, B. 

K. Ogeah. B. Redfern, N. s. Ryan, LR. 
Zola, W. Swistak, P. D. Tanham, W. R. Watkins, Virginia "M. 
Wyganowski. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending January 19 
(No. 3) and corresponding week 1956. 


Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 


CASES 1957 1956 

Dysentery .. 477| 49| 890 65| 125, 1 
Paratyphoid .. 2 0}1(B) 0 10 0/3(B) 0 
9} 27 16, 16 
Measles * .. 680| 369/215] 1,957, 20) 65) 26, 35 
= sol af tal af al ol 
torum 25 0 31 
Pneumonia 320) 14) 1 796| 77) 33 8 
3 
Non- on-paralytic : . 13 4 } 2 9.9 16 2 } 2 3 
Puerperal fever§ .. 
Scarlet fever 693, 35| 83 30| 18] 1,035] 37) 109| 33) 32 
Non-respiratory 73; 10) 9 76 15 2| 
Whooping-cough.. 2,664| 121, 479, 13| 74] 1,422} $4| 107| 69| 269 

1957 1956 

in Great Towns ¢ 2 Fle 

Diphtheria o of of of of of of 14 
Dysentery of of oe 0 

3} of} 6| 2] of 1 
Influenza .. 0 49 9} 2 
> se 0 0 1 0 
Pneumonia 88 7 
Poliomyelitis, acute i] o | | o | | 
Whooping-cough. . oo} of of of of Of 
Deaths 0-1 year.. | 222 32) 13S 32) 37, 13) 13 
5,913| 847) 674| 151/174] 6,917/1102 186 157| 198 
LIVE BIRTHS .. 978| 230) 396] 8,023/1199|1034) 230| 390 
STILLBIRTHS. . 29 28 


* Measles not notifiable in Scotland, whence returns are approximate, 
+ Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 
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Vital Statistics 


Poliomyelitis Vaccine 


The Ministry of Health has informed medical officers of 
health that it is hoped distribution of poliomyelitis vaccine 
will begin again about the middle of this month. One large 
batch due last month was rejected because it was found to 
be contaminated, though it contained no live virus. Another 
batch was expected to be ready within a matter of days, but 
under the Therapeutic Substances Act one test has to be done 
again, and it will take about fourteen days to complete. 
Each of the next few issues of vaccine should be approxi- 
mately equal to the total amount available last May— 
enough to give two injections to about 200,000 registered 
children aged 2 to 9. 


Week Ending January 26 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 829, 
whooping-cough 3,233, diphtheria 1, measles 9,527, acute 
pneumonia 572, acute poliomyelitis 27, dysentery 635, para- 
typhoid fever 2, and typhoid fever 1. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
(deaths for influenza) of certain diseases notified weekly in 
England and Wales (great towns for influenza). Highest and 
lowest figures reported in each week during the years 
1947-55 (influenza, 1952-5) are shown thus ------ , the 
figures for 1956-7 thus —-———-. Except for the curves 
showing notifications in 1956-7, the graphs were prepared 
at the Department of Medical Statistics and Epidemiology, 
London School of Hygiene and Tropical Medicine. 
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Infectious Diseases 


The largest fluctuations in the numbers of infectious 
diseases in England and Wales during the week ending 
January 19 were decreases of 1,106 for measles, from 9,281 to 
8,175, 132 for acute pneumonia, from 648 to 516, and 53 for 
dysentery, from 530 to 477, and increases of 178 for 
whooping-cough, from 2,486 to 2,664, and 165 for scarlet 
fever, from 528 to 693. 

The largest declines in the incidence of measles were 208 
in Lancashire, from 2,139 to 1,93i, 170 in Surrey, from 498 
to 238, 147 in Yorkshire North Riding, from 443 to 296, 146 
in Warwickshire, from 271 to 125, and 140 in Essex, from 
813 to 673 ; the only large exception to a decreasing incidence 
was a rise of 105 in Durham, from 561 to 666. A small rise 
in the incidence of scarlet fever was recorded in most regions, 
but there were no large fluctuations in the local trends. The 
largest increase in the number of notifications of whooping- 
cough was 44 in Lincolnshire, from 31 to 75. 4 cases of 
diphtheria were notified, being 5 fewer than in the preceding 
week ; 2 of the cases were notified in Birmingham C.B. 

41 cases of acute poliomyelitis were notified, and these 
were 17 fewer for paralytic and 14 fewer for non-paralytic 
cases than in the preceding week. The largest returns weie 
London 7 (Camberwell 2), Essex 6, and Lancashire 4. 

The largest centres of dysentery were Yorkshire West 
Riding 80 (Leeds C.B. 24, Sheffield C.B. 19, Bradfo?d C.B. 
10, Keighley M.B. 10), Lancashire 73 (Stretford M.B. 24). 
Warwickshire 63 (Coventry C.B. 46, Birmingham C.B. 13). 
London 49 (Lambeth 16), Nottinghamshire 27 (Arnold U.D. 
16, Nottingham C.B. 11), and Staffordshire 25 (Kidsgrove 
U.D. 21). 


Industrial Accidents and Diseases 


The number of workpeople (other than seamen) in the 
United Kingdom whose deaths from accidents in the course 
of their employment were reported in December was 116, 
compared with 120 in the previous month and 121 in Decem- 
ber, 1955. 

The numbers of cases of industrial diseases in the United 
Kingdom reported during December, 1956, were as follows: 
lead poisoning 3, phosphorus poisoning 2, aniline poisoning 
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8, chronic benzene poisoning 1, anthrax 2, epitheliomatous 
ulceration 34, chrome ulceration 27; total 77.. There was 
one death due to anthrax.—Ministry of Labour Gazette, 
January, 1957. 


Venereal Diseases 


In England and Wales during the quarter ending Septem- 
ber 30, 1956, 1,199 new cases of syphilis were reported as 
attending the clinics. Of these, 208 were classified as 
primary, secondary, or latent in the first year of infection. 
9 cases of congenital syphilis in children aged under | year 
were reported, and 127 in persons over that age. New cases 
of gonorrhoea numbered 5,790, of chancroid 65, and of non- 
gonococcal urethritis (males only) 4,066.—Monthly Bulletin 
of the Ministry of Health, January, 1957. 


Medical N ews 


Tribute to Sir Gordon Holmes.—On the twenty-second of 
this month Sir Gorpon Hotes, F.R.S., consulting physician 
to the National 
Hospital for 
Nervous Diseases, 
Queen Square, will 
be 80. This event 
was celebrated at 
“The National” 
on Thursday when 
Sir FRANCIS 
WaLsHE, F.R.S., 
unveiled the por- 
trait of Sir Gordon 
Holmes which is 
reproduced oppo- 
site and formally 
presented it to the 
Institute of Neuro- 
logy, where it will 
hang in the lecture 
theatre. The por- 
trait is the work 
of Mr. Haroip 
KNIGHT, RA. 
Already British neurologists have shown their eagerness to 
honour Sir Gordon Holmes: the guarantors of Brain 


recently sponsored a monograph comprising:a selection of . 


his published papers, which is reviewed elsewhere in this 
issue (p. 328). For the benefit of future neurologists it was 
decided to commission the portrait of Sir Gordon Holmes to 
serve aS a permanent reminder of his genius and achieve- 
ments, and the co-operation of a very large number of Sir 
Gordon’s former residents, clerks, and students at the 
National Hospital was enlisted. Many of them, especially 
those now living elsewhere in the Commonwealth or in the 
United States, sent personal messages of gratitude to Sir 
Gordon. Sir Francis WALSHE, in unveiling the portrait, paid 
tribute to Sir Gordon Holmes’s inspiration to his pupils. “I 
should not be doing justice to the occasion,” he said, “if 
I did not stress the greatness of the debt we all owe to you 
and now gladly acknowledge. The lessons you so incom- 
parably taught us are as essential to the neurologist to-day 
as ever before: the lesson of exhaustive and accurate 
observation, of faithful and methodical recording, and of a 
mind ever alert to seek the significance of the patterns and 
sequences of what we observed. These are the very founda- 
tions of training in clinical medicine.” The portrait was then 
accepted on behalf of the Institute by Sir ErNEst GOwERs, 
chairman of the School’s committee of management. 


Atlantic Crossing in Canoe—A Hamburg doctor, Dr 
HANNES LINDEMANN, who arrived in New York on January 
29, has sailed from Las Palmas in the Canary Islands 
to St. Martin in the Dutch West Indies—a direct distance 
of about 3,000 miles—in a 17-ft. rubber kayak, according 


to a report in the New York Times (January 30). He started 
this remarkable passage on October 20 and reached the 
West Indies on December 30, after twice having capsized 
in storms. He had originally sailed from Spain. Accord- 
ing to the New York Times Dr. Lindemann took no water, 
but his 175 lb. of concentrated food included about 130 Ib. 
of evaporated milk and canned beer. Before the trip he 
deliberately fattened up to 14 st. 13 lb., and during the 
voyage he lost 3 st. 1 lb. He is now back to his ordinary 
weight of 12 st. 7 lb. The canoe was rigged with two small 
square-sails, fore and aft, in addition to a main-sail. Dr. 
Lindemann, whose age is stated to be 34, said on his arrival 
in New York that he wanted to carry out further research 
on survival at sea while in the United States. 


W.H.O, Executive Board.—On January 30 the Executive 
Board of the World Health Organization concluded its 16- 
day meeting in preparation for the Tenth World Health 
Assembly, which opens in Geneva on May 7. The Board 
met under the chairmanship of Professor G. A. CANAPERIA, 
of Italy. The Board’s most important task was the scrutiny 
of the director-general’s proposals for W.H.O.’s programnfe 
and budget for 1958. The Board recommended a basic 
budget of $11.76m., $1m. less than the director-general asked 
for, but made provision for a supplementary budget up to 
$1.87m., depending on the extent to which inactive member 
States might resume participation. Besides Albania, Bul- 
garia, and Poland, who recently notified their intention of 
resuming active membership, it was known that Czecho- 
slovakia, Russia, and Hungary were also considering this 
step. The Suez crisis had led to the evacuation of the 
staff of the Eastern Mediterranean Regional Office to 
Geneva, but their return was planned for the near future. 
Dr. Aspot H. TaBa would succeed Dr. A. T. SHOUSHA as 
director of this office on September 1. The International 
Diabetes Federation, the International Confederation of Mid- 
wives, and the World Federation of Societies of Anaesthesio- 
logists were added to the 40 non-governmental organizations 
with which W.H.O. has official relations. The United King- 
dom delegate on the Board was Sir JoHN Cuar.es, Chief 
Medical Officer of the Ministry of Health. 


Clinical Teachers at Oxford.—On January 29 Congrega- 
tion approved new titles for clinical teachers in the medi- 
cal school at Oxford. Since the school was opened many 
members of the staff of the United Oxford Hospitals have 
taken a full share in the teaching of the students, and in 
1949 the University recognized their services by conferring 
the title of clinical lecturer on a number of them. In the 
past eight years, however, the number of hospital staff 
engaged in teaching has increased considerably, so that the 
Board of Faculty of Medicine put forward proposals for a 
revision and extension of the list of recognized clinical 
teachers. It is these new proposals which are now approved. 
Those who previously had the title “clinical lecturer” are 
now to be known as university lecturers ; in addition, one 
other teacher not previously a “ clinical lecturer,” Dr. E. M. 
BuzzarD, is also made a university lecturer (in medicine). 
This is regarded as the senior grade. Others who take a 
substantial part in the teaching of the students, but hitherto 
have had no official recognition, are to receive the title 
“clinical lecturer.” Eighteen names are included under the 
latter title. As in the case of the original clinical lecture- 
ships, no stipend from the University will be paid to the 
holders of these titles. 


Exported.—British exports of drugs and medicines 
reached a new record in 1956 of nearly £36m., states the 
Association of British Pharmaceutical Industry. Of this 
total, antibiotics accounted for nearly £7m. and vitamins for 
nearly £3m. Sulphonamide preparations (£14m.), aspirin 
and synthetic antimalarial drugs (£lm. each), and bar- 
biturates, insulin, and antihistamine drugs (around £14m. 
each) also contributed significantly to the total. Proprietary 
medicines not covered by specific headings in the Board of 
Trade returns amounted to over £10m. Australia and India 
were the leading export markets for British drugs, with pur- 
chases around £3m. Next came Nigeria, Pakistan, South Africa, 
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New Zealand, the Republic of Ireland, and Burma, in that 
order, all taking between £1m. and £2m. Sales to Egypt at 
£742,000 were nearly £400,000 down on the previous year, 
but there was a great improvement in sales to the United 
States of America, which at nearly £1m. easily surpassed last 
year’s record of £660,000. 


R.C.0.G.—The Royal College of Gynaecologists and 
Obstetricians announces the election of Sir RUSSELL BRAIN, 
P.R.C.P., and Dr. I. C. Rupin, of New York, to honorary 
fellowships of the College in recognition of their outstanding 
services to medicine. Dr. Rubin became clinical professor 
of obstetrics and gynaecology at New York University 
medical college in 1948. 


Statistical Prize.—A competition for the 1957 Frances Ward 
memorial prize of 50 guineas is announced by -the council 
of the Royal Statistical Society. The prize is open to 
investigators under the age of 35 on October 1, 1957, 
whether fellows of the Society or not. The prize is for 
the best investigation, on statistical lines, of any problem 
bearing directly or indirectly upon economic or social 
conditions. Members of the Society’s medical section 
are mentioned among those who may wish to enter for 
the prize. Essays should be limited to between 5,000 and 
10,000 words, and the closing date is September 30. Further 
details may be obtained from the Royal Statistical Society, 
21, Bentinck Street, London, W.1. 


D.G.MLS., Air Ministry—Air Marshal P. B. Lee Porter, 
Q.H.S., has been appointed Director-General of Medical 
Services, Air Ministry, from February 1. He succeeds Sir 
JAMES KILPATRICK, who is retiring from the Royal Air Force. 


Diagnostic Radiology and Radiotherapy.—The Faculty of 
Radiologists is now arranging courses, starting in October, for 
candidates for the D.M.R.D. and D.M.R.T. Further infor- 
mation will be found at p. 54 of our advertisement pages. 


Cambridge University—Dr. J. D. Lever, university lec- 
turer in anatomy, has been elected to a staff fellowship at 
Trinity College on his appointment as college lecturer. 


Professor W. M. Mitchell is to retire from the chair of 
veterinary surgery at the Royal (Dick) Veterinary College, 
Edinburgh University. He became principal of the College 
in 1946, and five years later was made director of veterinary 
educatien in the University of Edinburgh. He joined the 
staff of the College in 1910. Professor Mitchell graduated 
in medicine after his veterinary training. 


COMING EVENTS 


Royal Eye Hospital Centenary Year.—Medical staff dinner 
at the Royal College of Surgeons, February 21, 7.30 for 
8 p.m. Tickets (30s.) from the medical secretary, Royal 
Eye Hospital, St. George’s Circus, London, S.E.1. 


Institute of Dermatology.—Semi-permanent exhibition ‘on 
“Cosmetic Dermatitis,” March 4-25. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned. 


Saturday, February 9 
Association oF Brochemists: SourHern Reoion.—At West 
Middlesex Hospital, Twickenham Road, Isleworth, 2 p.m., scientific papers. 


Monday, February 11 

Postorapuate Meptcat or Lonpon.—3 
(New York): Thyroid Cancer (Lecture and coloured talking film) ; 
Dr. Sheila Sherlock: Portal Hypertension. 


Tuesday, February 12 

British Postorapuate Mepicat 
Hygiene and Tropical Medicine, 
Work on Paralytic Poliomyclitis. 

Cuecsea Sociery.—-At Rembrandt Hotel, S.W., 8.30 p.m.. discus- 
sion to be opened by Dr. J. A. Dudgeon and Dr. F. O. MacCallum: 
Prevention and Laboratory Diagnosis of Virus Diseases. 

Institute Of DermatoLtocy.—5.30 p.m.. Dr. O. L. S. Scot: 
dermatoses. 


p.m.. Dr. J. McClintock 
4p.m., 


Feprration.—At 
H 


School of 
5.30 p.m., Mr. H. 


Seddon: 


Geno- 


Rovat Mepicat Cottece.—S p.m., Lord Cohen of Birkenhead: 
Concept of Collagen Disease 

Sr. Mary's Hospitar Mepicat Scoot At Wright-Fleming Institute 
Theatre, 5 p.m., Mr. WG. Mills: Dysmenorrhoca and Pelvic Pain. 


Recent 


Wednesday, February 13 

Eucenics Soctery.—At 26, Portland Place, W., 5 Gian by 
— Tage Kemp: Genetic-Hygienic Experiences in Denmark ia Recent 

ears. 

INSTITUTE OF DeRMATOLOGY.—S5.30 p.m., Dr. H. Haber: Clefts, Vesicies, 
and Bullac. 

INSTITUTE OF DISEASES OF THE ~eepnadiied p.m., Mr. D. M. E. Thomas: 
Surgery of Primary Tubercu 

InstiTuTeE OF UroLocy.—4.30 Mr. H. K. Vernon: Indications 
for Treatment in Enlarged Prosta 

Lonpon Universiry.—At London School of Hygiene and Medicine, 
5.30 p.m., special university lecture in y by 
Duguid: Mechanical Factors in Atherosclerosis. 

PostGrapuaT® Mepicat ScHoot or Lonpon.—2 p.m., Professor C. L. 
Oakley: Food Poisoning Due to Clostridium wetchii. 

Royvat CoLLeGe or SuRGEONS OF EpInBURGH.—3.30 p.m., Sir Harold Stiles 
Lecture by Mr. G. E. Mavor: Administration of Potassium to the Hypo- 
thermic Heart. 

Royat Facutty oF Puysicians aND SurGceons or GLascow.—S p.m.. 
by Dr. E. N. Chamberlain: British Contributions to 

rdiology 


Thursday, February 14 

British P@srorapuaTe Mepicat Fepexation.—At London School oi 
Hygiene and Tropical Medicine, 5.30 p.m., Dr. W. J. Whelan, Ph.D., 
D.Sc.: Synthesis and Degradation of Polysaccharides. 

Giascow University Sociery.—7.30 p.m., Mr. S. A. 
Barnett: Freud and Instinct. 

@Hunreriaw Sociery.—At Savoy Hotel, 7 for 7.30 p.m., annual dinner. 

Instirute of DermMaToLoGy.—5.30 p.m., Dr. S. C. Gold: Bullous Eruptions. 

Liverpoot Mepicat Liverpool Royal Southern Hospital. 
2.30 p.m., afternoon clinical demonstration. 

Liverroo. UNiversiry Mepicat Society.—5.15 p.m., B.M.A. Lecture by 
Sir Danie! T. Davies: To-morrow’s Doctor. 

Lonpon UNiversiry.—At Meyerstein Lecture Theatre, Westminster Medical 
School, 5.30 p.m., special university lecture in pharmacy by Dr. E. 
Weston Hurst: Approaches to the Chemotherapy of Virus Diseases. 

Crntre.—At Wingfield-Morris Orthopaedic Hos- 
pital, 8.30 p.m., Mr. J. M. Zarek: Biochemical Problems in the Recon- 
struction of the Femur. 

Royat CoiLeGe or SurGeONS OF ENGLAND.—4 p.m., Hunterian Oration by 
Sir Ernest Finch: Influence of the Hunters on Medical Education. 

MEDICO-PSYCHOLOGICAL ASSOCIATION: CHILD PsyCHIATRY SECTION,— 
At 11, Chandos Street, W., 5.30 p.m., discussion: Psychological Factors 
in the Production of Epilepsy. 

ROYAL MeEpico-PsyYCHOLOGICAL ASSOCIATION: PSYCHOTHERAPY AND SOCIAL 
PsycutaTry Sectrion.—At Royal Society of Medicine, 8.15 p.m., Dr. 
G. M. Carstairs: Preventive Psychiatry: Is there such a Thing ? (Open 
to members and guests.) 

Royvat Soctery.—4.30 p.m., Dr. Honor B. Fell, D.Sc., F.R.S.: Effect of 
Excess Vitamin A on Cultures of Embryonic Chicken Skin Explanted at 
Different Stages of Differentiation. Dr. Margaret L. R. Harkness, Dr. 
R. D. Harkness, and Dr. D. A. McDonald: Collagen and Elastin Content 
of the Arterial Wall in the Dog. 

Sr. Georce’s Hosprtat Mepicat ScnHoo..—S p.m., Dr. M. A. Partridge: 
psychiatry demonstration. 


Friday, February 15 

@InstiruTre oF p.m., Dr. P. F. Borrie: 
demonstration. 

INSTITUTE OF DISEASES OF THE CHEST.—-5S p.m., Dr. A. P. Norman: Cystic 
Fibrosis of the Pancreas. 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY.—3.30 p.m., Mr. K. G. Rotter: 
Common Diseases of the External Ear. 

Kent anp Cantersury Hospitat.—8 p.m., clinical meeting. 

Lonpon Untverstry.—At Meyerstein Lecture Theatre, Westminster Medical 
School, 5.30 p.m., special university lecture in pharmacy by Dr. E. Weston 
Hurst: Approaches to the Chemotherapy of Virus Diseases. 

PostGrapuate Mepicat Scuoot or Lonpon.—1!0 a.m., Professor J. B. 
Kinmonth: Lymphoedema ; 4 p.m., Dr. E. N. Rowlands: Symptomato- 
logy of Peptic Ulcer. 

Royat Mepicat Soctety, Eoinsurcu.—8 p.m., dissertation by Mr. I. B. 
MacLeod: Intestinal Obstruction. 

Royal Society or Giascow.—At Royal Faculty of 
Physicians and Surgeons of Glasgow, 8.30 p.m., Dr. J. H. Cyriax: 
Backache. 

Society oF Mepicat Orricers or HeattH: Brancu.—At B.M.A. 
House, 195, Newport Road, Cardiff. 6.30 p.m., Dr. Alice M. Stewart: 
Survey of Malignant Disease in Childhood. 


clinical 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Lovel.—On January 18. 1957, to Joan (formerly D’Arcy), M.D.. D.C.H.., 
and Lester Lovel, of Banstead, Surrey, a second daughter—Jane Anne. 


DEATHS 

Bensoa.—On January 12. 1957, in hospital, London, John James Benson, 
L.R.C.P.&S.1. and L.M., Surgeon Commander, R.N., aged 50. 

Bowen.—On January 14. 1957, Owen Henry Bowen, M. R.C.S., L.R.C.P.. 
of 146, Stag Lane, Kingsbury, London, N.W. 

~On January 19, 1957. at his home, 2. Chiswick Place, Eastbourne, 
Sussex, Arthur Henry Crook, M.Ch.. F.R.C.S. 

Ducat.—On January 16. 1957, at Lochhead, Dalhousie Place. 
Arthur David Ducat, D.S.O., T.D., M.B.. late of Chiswick, 
W., aged 86. 

Forrest.—On January 13, 1957, Alfred Wightman Forrest, M.B.E.. M.B., 

, Of Myrtle Cottage, Mare Hill. Pulborough, Sussex. 

Hasiam.—On January 11, 1957, in London, Ivy Evelyn Has'!am, M.D., 
M.R.C.P.. aged 79. 

Herington..On January 15. 


Arbroath, 
London, 


1957. at Selsey. Sussex, Cecil Edward Eede 
Herineton. M.D.. D.P.H.. of 27. Bonnar Raad. Sciscy 
Hounsfield..0n lanuary 15. 1957 Svdney Counland Hounsficld. M.R-CS.., 
L.R.C.P., of Fairway. Felixstowe Ferry, Suffolk, aged 84. 
Lyach.—-On December 31, 1956, at Vancouver, British Columbia, Canada. 


Arthur M.D. FRCSEd 
Taffs.—Or January 6, 1957, at Salisbury, Southern Rhodesia, Cullis 
Charles Taffs, M.R.C.S.. L.R.C.P.. D.T.M.&H., formerly of Watton- 


at-Stone, Herts, and Desford, Leics. 


Mepicat JourNnaL 
— 
| 
‘ 


Fes. 9, 1957 


ANY QUESTIONS ? 


Any Questions ? 


We publish below a selection of those questions and 


answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Aetiology of Microcephaly 
Q.—Have there been any recent advances in our know- 
ledge of the aetiology of microcephaly ? 


A.—There has been little advance in our knowledge of 
the aetiology of microcephaly recently. A number of 
authorities consider that there is a distinct type of micro- 
cephaly known as the “true” variety. Brushfield and 
Wyatt’ found that approximately half of 147 cases were 
“true” microcephalics. Penrose* considers that the true 
variety, which he distinguishes as having a relatively long 
and narrow head, is due to a recessive gene, and Hanhart’° 
found 10 microcephalics who were related to each other. 
However, the clinical distinction into “true” and “ other” 
cases is very difficult in practice. It is now well established 
that some cases are due to irradiation during pregnancy,* ° 
and it has also been shown’ that a number of cases fol- 
lowed the atomic bomb explosions in Japan. It seems very 
likely that many other cases of microcephaly are due to 
environmental factors operating early in pregnancy. 


REFERENCES 


* Brushfield, T.. and Wyatt, W., Brit. J. Child. Dis., 1926, 23, 265. 
* Penrose, L. S., The Biology of Mental Defect, 1954. London. 
* Hanhart, E., Arch. Julius-Klaus St'ft., 1943, 18, 632. 
* Murphy, D. P., Amer. J. Obstet. Gynec., 1929, 18. 179. 

* Goldstein, I., and Wexlar, D., Arch. Ophthal. (Chicago), 1931, 5, S591. 
® Plummer, G. W., Pediatrics, 1952, 10, 

* Yamazaki, J. N., Wright, S. w., ay "“wriahe, P. M., J. cell. comp. 
Physiol., 1954, 43, Suppl. 1, 319. 


Precooked Meat 


Q.—It is usual in some hospitals and institutions to pre- 
cook meat, particularly roasts, on the day before it is 
required and then to reheat before serving. This is done 
for administrative convenience. I understand that certain 
education authorities have forbidden this practice in the 
case of meals for schoolchildren. Are there any dangers 
in it? 
A.—If cooling is slow and there is a period of warm 
storage, precooking meat or pouliry carries a risk of 
Clostridium welchii food-poisoning. This is true not only 
when the precooking is done on the previous day but even 
when it is done only a few hours before the meat is eaten. 
The spores of certain food-poisoning types of Cl. welchii 
can withstand boiling or steaming for 4 or 5 hours, and 
furthermore these organisms multiply rapidly at fairly high 
temperatures—e.g., 40-50° C. Food-poisoning strains of 
Cl. welchii may be found in a proportion of animal carriers 
and also on and wit.in meatstuffs and poultry as they reach 
the canteen. 
To overcome this danger meats should be either cooked 
so that contaminating spores are killed (e.g, by steam 
under pressure, possibly by radiation, or by the efficient 
roasting of small joints) ; or cooked in the ordinary way and 
eaten the same day with as short a fap as possible between 
cooking and eating; or cooked, cooled rapidly (within 
14 hours), and refrigerated until required. If there is no 
possible alternative but the last procedure, then the size of 
J joints should be limited to not more than 6 Ib. (2.7 kg.) in 
order to facilitate both the penetration and loss of heat ; 
while bulks of stews or soups should be distributed into 
shallow containers to accelerate the speed of cooling before 
refrigeration. The criticism that meats can be carved 
economically only if cold is now invalid, as new makes of 
machine are able to slice as thinly from hot joints as from 
cold. 

The reheating of meat at temperatures sublethal to bac- 
teria may serve to increase the numbers of organisms 


present. It may even convert a non-infective or non-toxic 
dose of bacteriz or toxin to one which will cause symptoms. 
These principles apply also to gravies and stocks. 

As well as the particular hazard of Cl, welchii food- 
poisoning, there is a danger that other types of food- 
poisoning organisms such as staphylococci or salmonellae 
may develop on precooked meats if they are carelessly 
handled after cooking and stored at temperatures condu- 
cive to bacterial multiplication. 


Standards of Growth in Adolescence 


Q.—How can one decide whether an adolescent's short- 
ness in stature represents simply a normal variation from 
the mean for his age, weight, and build, or a condition 
demanding further study? If the latter, what investigations 
are indicated ? 


A.—Unfortunately, there are at present no adequate 
standards for heights and weights applicable to adolescents 
in Britain. In any case the assessment of normality of size 
in adolescence must be made in relation to whether or not 
the adolescent spurt in growth has occurred, and not if 
relation to chronological age, which at adolescence means 
very little." The best way to go about this problem would 
seem to be as follows: Take a radiograph of the left hand 
and wrist of the adolescent in question and determine his 
skeletal age.* Then, from the Bayley and Pinneau tables,’ 
see what adult height is predicted from the present height 
and skeletal age. The decision whether or not the predicted 
adult height. is normal can then be made in the light of 
general experience. 

If the predicted adult height is grossly below normal the 
only investigations that are likely to help would be measure- 
ments of the father and the mother to assess the factor of 
heredity, and a general medical investigation to make sure 
that the child was not suffering from any chronic disorder. 
Investigations in such cases, however, usually yield negative 
results, and at present treatment is quite unsatisfactory. It 
may well be that such patients have suffered from a lack 
of growth hormone during the growing period, but we have 
at present no means of determining whether or not this is 
the case ; and growth hormone preparations are not as yet 
effective therapeutically. 

REFERENCES 
at Adolescence, 1955. Blackwell Scientific Publica- 


2 Greulich, W. oid and Pyle, S. I., Radiographic Atlas of Skeletal De- 
velopment of the Hand and Wrias 1959. Oxford University Press, 


ndon. 
% Bayley, N., and Pinneau, S. R., J. Pediat., 1952, 40, 423 ; 1952, 41, 371. 


Underclothes for All Seasons 


Q.—What is the best all-the-year underclothing for a per- 
son who works in the hot atmosphere of operating theatres 
during the week and at week-ends attends to his small- 
holding in all weathers? Is the string vest the answer? 


A.—Underclothing is a matter of personal preference and 
prejudice, Any advice given is inevitably coloured by per- 
sonal experience, and any advice received contrary to “ ex- 
perience” is likely to be ignored; but I would say that, 
unless the questioner is prepared to vary his outer garments 
according to weather, activity, and environment, he will 
never be comfortable wearing the same weight and type of 
underclothes all the year round. This assumes that under- 
clothes are being worn for warmth and not simply for 
hygienic reasons. 

The thermal insulation provided by any garment is a 
function not of the fabric per se but of the air trapped in 
and under it; the string vest by itself traps very little air, 
but it allows more air than otherwise to be trapped by 
garments worn over it, thus improving their insulation. The 
“warmth” of the string vest therefore depends upon its 
being covered up; worn under the surgeon’s apron and 
gown it would be almost totally enclosed (unless the sur- 
geon leaves the back of his gown undone) and would be 
somewhat hot to wear in the operating theatre. But for 
hard work in the open, especially in a cool climate, a string 
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vest is the ideal garment. The outer garment must be so 


designed that it can be opened up widely, exposing the vest 
and allowing the trapped air to escape, so that when the 
wearer has warmed up insulation can be reduced; when 
he stops working and begins to cool off the outer garment 
can again be closed over the vest to conserve body heat. 
Properly used in this way, the string vest is effective and 
comfortable. 


Hiccups in Elderly Hypertensive 


Q.—What treatment is advised for repeated attacks of 
severe hiccups in an elderly hypertensive who has had a 
coronary thrombosis and a hemiplegia in the past and who 
now from time to time suffers from attacks of congestive 
failure? The hiccups come on every two or three weeks, 


and last a few days without intermission. Chlorpromazine 
and barbiturates have proved ineffective. 
A.—The problem is to break the rhythmic reflex. Simple 


measures like sucking ice may occasionally do the trick. 
Sedation in this case has apparently failed. Local anal- 
gesics such as very dilute procaine solution, if swallowed, 
may break a reflex from the pharynx or oesophagus. Re- 
breathing (from a paper bag) to get a strong carbon-dioxide 
stimulus to respiration may help. Operations on the phrenic 
nerve have actually been done for this condition, but are 
not recommended. 


Carpal Tunnel Cuff Test 


Q.-—-What is the “ carpal tunnel cuff test” 2? How useful 
is it in the diagnosis of the carpal tunnel syndrome ? 


A.—The “carpal tunnel cuff test,” correctly styled the 
pneumatic tourniquet test for the carpal tunnel syndrome, 
was described by R. W. Gilliatt and T. G. Wilson.’ It 
depends upon the theory that paraesthesiae, the outstanding 
complaint of patients with the carpal tunnel syndrome, are 
caused by ischaemia of nerve trunks. In normal persons the 
inflation of a sphygmomanometer cuff around the upper 
arm produces “ pins and needles” felt mainly in the palm 
and in the ulnar half of the hand, never predominantly 
in the thumb, index, and middle fingers. In patients whose 
median nerves have already been rendered somewhat 
ischaemic by compression in the carpal tunnel the inflation 
of such a cuff produces “ pins and needles ” predominantly 
in the median area of the hand, In some such cases actual 
sensory loss develops in the median area a minute or so 
after the cuff is inflated. 

The test is simple and useful. But, like so many other 
clinical tests, its usefulness is rather limited by the fact that, 
though it is positive in the obvious case of median compres- 
sion, it is often equivocal and unhelpful in the doubtful case. 
A negative tourniquet test does not mean that the patient 
will not be cured by decompression of the median nerve. 


REFERENCE 
1 Gilliatt, R. W., and Wilson, T. G., Lancet, 1953, 2, 595. 


Causes of leucopenia in Some Infections 


Q.—Some infections promote a leucocytosis whereas 
others are associated with a leucopenia. Why should this 
be so, and in particular why should typhoid fever be associ- 
ated with a leucopenia ? 

A.—On the whole, infections that cause the formation of 
pus stimulate a polymorphonuclear leucocytosis, while thos: 
not producing pus do not. In these cases the leucopenia— 
really a neutropenia, as the lymphocytes are hardly affected 
—may be due to three causes : diminished production of 
polymorphs in the bone marrow, the result of toxins or nutri- 
tional factors; increased destruction, as in some cases of 
agranulocytosis ; or alteration in distribution. This last appears 
te be the most important cause, and has been shown by 
Menkin' to be due to a leucopenia-producing material which 
can be isolated from inflammatory exudates. Injections of 
this substance lead to trapping of polymorphs in the lungs, 


criticism. 


liver, spleen, and bone marrow with a resultant neutropenia. 
Robertson and Yu’ found that injections of filtrates of 
Salmonella typhi caused accumulation of leucocytes in the 
liver and spleen, and concluded that the leucopenia in this 
‘disease was due to redistribution. 
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NOTES AND COMMENTS 


Congenital Cataract and Mental Defect.—Dr. Gorpon Dutton 
(Ottershaw, Surrey) writes: The answer to the question on 
congenital cataract and mental deficiency (“* Any Questions ?” 
January 19, p. 181) seems to leave out one very important point 
—the question of galactosaemia. As this may well be a pre- 
ventable disease in that removal of lactose from the diet may 
lead to considerable amelioration of the signs of oligophrenia 
as well as regression of cataracts, and as the condition also 
appears to be a genetically determined syndrome, it is important 
to exclude it by testing for reducing substances in the urine. 


Our Expert replies : It is a wise precaution, as Dr. Dutton 
Suggests, to consider the diagnosis of galactosaemia in any child 
with cataract and mental defect. There are a number of reasons 
why this diagnosis is improbable in the children in question. 
The cataracts are specified as congenital ; in galactosaemia they 
develop in the first few months of life. No history is given of 
such prominent features of galactosaemia as failure to thrive, 
albuminuria, and hepatic enlargement. The medica! practitioner 
who sent in the question had presumably performed routine 
tests for reducing substances in the urine on several occasions 
and found none. But, since the presence of galactose may be 
missed in routine testing for sugar in urine, Dr. Dutton’s sugges- 
tion is a practical one. 


Doctors with Cancer.—Dr. M. DonaLpson (Oxford) writes : 
The last part of the answer to the first question refers to a com- 
parison between doctors and lay people in the delay in seeking 
advice when suffering from cancer (“ Any Questions ? ” January 
5, p. 57) and quotes a paper by Robbins and others.’ Surely it 
is statistically unsound to accept a comparison between such differ- 
ent figures as 229 cases among doctors and 2,000 lay patients. 
Moreover, there is insufficient detail about the types of cancer 
grouped under “ Superficial,’ “‘ Thorough,” and “ Special” to 
justify any such comparison. The figures in the first half of the 
answer seem to contradict the conclusions. The death rate for 
cancer among the profession at each of the important sites is 
lower than among white males in general. It is improbable that 
this could be true without earlier diagnosis. 

REFERENCE 
1 oa. G. F., Macdonald, M. C., and Pack, G. T., Cancer, 1953, 6, 


Our Expert replies: The comparison between 229 patients on 
the one hand and 2,000 on the other is admittedly open to 
criticism. Unfortunately I do not know of any other or better 
investigation which can be quoted. Dr. Donaldson’s contention 
that a lower death rate among doctors than among laymen could 
hardly be true “ without earlier diagnosis’ is equally open to 
It could easily be true if, for instance, they had better 
treatment, as well they might have done. 


Books of “ Any Questions ? ” and Refresher Course Articles.— 
The following books are available through booksellers or from 
the Publishing Manager, B.M.A. House, Prices include postage. 
Any Questions ?, Volumes 2 and 3 (8s. each); Refresher Course 
for General Practitioners, Volumes.2 and 3 (26s. 6d. each inland, 
26s. overseas); Clinical Pathology in General Practice (22s. 3d. 
inland, 21s. 9d. overseas). 


All communications with regard to editorial business should be addressed 
to THE EDITOR, BartisH Mepicat Journat, B.M.A. House, Tavistock 
Souare, Lonpon, W.C.1. TeLepHone: EUSTON 4499. TELEGRAMS: 
Aitiology, Westcent, London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal alone unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors overseas should indicate on MSS. if reprints are required; as 
proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement Director, 
B.M.A. House, Tavistock Square, London, W.C.1 (hours a.m. to 
5 p.m). EUSTON 4499. Britmedads, 
Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of 
the Association. TeLepHone: EUSTON 4499. TeLecrams: Medisecra, 


7. Drumsheugh Gardens, Edinburgh. 


TELEPHONE : TELEGRAMS : 


Westcent, London. 
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British Medical Association 


PROCEEDINGS OF COUNCIL 


The Council of the British Medical Association met at 
B.M.A, House on January 31, with Dr. S. Wanp in the 
Chair. 

The CHAIRMAN was authorized to convey the congratula- 
tions of the Council to the 34 members of the Association 
upon whom Honours were conferred by H.M. The Queen 
in the New Year Honours List. 

The Council stood in silence in memory of Dr. Hardy 
Vesey Wells, member of Council, 1937-8. 

The new Minister of Health, Mr. D. F. Vosper, M.P., 
was entertained to a fork luncheon during the day. 


President of the Association, 1958 


In accordance with the nomination of the Midland Branch 
Council, Dr. A. BEAUCHAMP (Birmingham) moved that Pro- 
fessor A. P. Thomson, Dean of the Faculty of Medicine, 
University of Birmingham, be nominated to the Represen- 
tative Body for the office of President of the Association, 
1958-9. Mr. D. S. Pracy (Atherstone) seconded, and the 
motion was carried with applause. 


Second World Conference on Medical Education 


A communication was received from the World Medical 
Association stating that plans were now under way for the 
holding of the second world conference on medical educa- 
tion in Chicago from August 30 to September 4, 1959. The 
theme for the conference was “ Medicine—a Lifelong Study.” 
Suggestions were invited on specific topics to be discussed. 
A small committee was set up to consider the matter. 


Remuneration Claim 


Dr. A. TaLBot Rocers, Chairman of the G.M.S. Com- 
mittee, who was received with applause on his return to the 
(Council after his illness, said that, as he saw the position, 
and as his Committee saw it, the delegation which met the 
Minister on January 4, although it did not come away with 
any offer from the Minister beyond the fact that he would 
see them again, did a great deal of good. It appeared that 
the Minister felt that what the Government had said should 
be sufficient for the profession to accept that it was impos- 
sible to do anything at all about the claim. But by the 
time the interview was over it seemed as if he was looking 
for some way whereby the Government could meet the 


profession in some respect. Of his own accord he suggested 
another meeting during January. There had been a change 
of Ministers since, and it was not unreasonable that the new 
Minister should ask for a little longer time. A date had 
been fixed for February 20. The Negotiating Committee 
had discussed the matter and members of the delegation 
had been chosen: Sir Russell Brain and himself as Joint 
Chairmen, Dr. S. Wand, the Chairman of Council, Dr. A. B. 
Davies, and Dr. J. D. S. Cameron. The delegation would 
be accompanied by legal and economic advisers. The Nego- 
tiating Committee was to meet the same day to receive a 
report, and Dr. Rogers hoped there would be something 
more concrete to report at a later date. 

The CHAIRMAN added that there was little to say in addi- 
tion to the report published in the Supplement (January 26, 
p. 38) of the discussions in the General Medical Services 
Committee. He thought some progress had been made ; 
one had to proceed step by step in these matters. 

A large number of resolutions were received from 
Branches and Divisions supporting the Negotiating Com- 
mittee. 


Report of Constitution Committee 


Mr. H. H. LANGsTon (Winchester), Chairman of the Con- 
stitution Committee, presented the final report on the 
Association’s constitution which would be before the Repre- 
sentative Body next July. The draft report had been con- 
sidered by the Council in May, 1956 (Supplement, May 19, 
1956, p. 300). 

Mr. Langston put forward a recommendation of the 
Committee “that a special committee be appointed under 
the title of the ‘ Young Practitioners Committee’ to con- 
sider all matters affecting medical practitioners not yet fully 
established in a defined field of practice, including questions 
referred to other committees or subcommittees, and to make 
recommendations.” He said that it was becoming increas- 
ingly obvious that young practitioners felt there was 
difficulty in bringing their needs before the Association. 
There were at the moment three bodies within the Associa- 
tion’s organization which dealt with young practitioners: 
the Registrars Group Council, reporting to the Central 
Consultants and Specialists Committee, the Assistants 
and Young Practitioners Subcommittee, reporting to the 
General Medical Services Committee, and the Medical 
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Students and Newly Qualified Practitioners Subcommittee, 
reporting to the Organization Committee. There was no 
co-ordinating body to which problems of the young practi- 
tioner could be brought for central discussion and reference 
to the Council. 

Mr. Langston then quoted figures relating to the numbers 
of young men joining the Association: in 1945 74% of 
newly qualified men joined in their first or second year ; 
in 1948 87.9% joined in the first or second year, and since 
then there had been a steady decline ; in 1953 the figure was 
68.9%, in 1954 it was 67.8%, and last year 66.3%, so that 
relatively few of the young men qualifying joined within 
two years of doing so, and there was a drop of 20% in six 
years. 

Having considered these matters, the Constitution Com- 
mittee therefore put forward the recommendation for a 
central committee for young practitioners. 

Dr. J. A. L. VAUGHAN Jones (Leeds) said that he found 
the practical application of this suggestion difficult. How 
were young practitioners defined? His Division started a 
young practitioners’ group. They were very enthusiastic at 
first and two of them were co-opted on to the Division's 
executive committee, but by the time they got to know 
anything about the machinery of the Association they were 
no longer members of the group. He failed to see that any- 
thing worthwhile could be achieved during the period these 
young practitioners served on this committee. 

Dr. BEAUCHAMP said he understood there was difficulty in 
getting representatives to serve on the Assistants and Young 
Practitioners Subcommittee of the G.M.S. Committee. If 
the young practitioner was keen he would attend his Divi- 
sional meetings and make his presence felt. His experience 
was that this would not work. 

Dr. Tatsot RoGers agreed with the previous speakers. 
He had sympathy with the scheme but he did not think it 
was practical. He thought it would be unwise to make a 
quick decision. The G.M.S. Committee had discussed the 
matter with two representatives from the Assistants and 
Young Practitioners Subcommittee. Their feeling was that 
they would like to take it to their own subcommittee and 
discuss its implications. The mechanism of how it would 
work was not clear; was it intended that the existing sub- 
committees should report not to the parent committees but 
to the co-ordinating committee, or direct to the co-ordinating 
committee and then to the other committees ? More thought 
should be given to this problem, and young practitioners 
should be given the opportunity to say whether this was what 
they really wanted before the recommendation was pre- 
sented to the Representative Body. 

Dr. W. E. Dornan (Sheffield) agreed that a little more 
thought was needed, but he did not agree that because young 
doctors were birds of passage a young practitioners 
committee should not be tried. As Chairman of the Organ- 
ization Committee’s subcommittee, from which this idea 
sprang, he could say that it was the young members of that 
Committee who put it forward. Also on that subcommittee 
were two medical students nominated by the British Medical 
Students’ Association. The B.M.S.A.’s nominees served on 
the Subcommittee for one or two years as students and 
continued after qualification. They served for three or four 
years and became very useful members. 

There were two points to consider, Dr. Dornan said. 
There was the view of the Finance Committee that the pro- 
posed committee was unnecessarily large and likely -to be 
costly ; and the point that if the proposed committee in- 
cluded representatives of the British Medical Students’ Asso- 
ciation and also representatives of the deans of medical 
schools, the Newly Qualified Practitioners Subcommittee 


of the Organization Committee could be abolished and this _ 


would be a financial saving. The recommendation postu- 
lated an entirely new committee in addition to the other 
subcommittees. In that sense he would ask Mr. Langston 
to have another look at the matter in consultation with the 
Organization Committee. 

Dr. F. Gray (London) supported the plea for further 
consideration of the matter. The Assistants and Young 


Practitioners Subcommittee of the G.M.S. Committee, of 
which he was chairman, was very anxious to have a look at 
this proposal. Everyone agreed that something should be 
done, but not all agreed that it should be done in this way. 
He suggested that it should be deferred until the next meet- 
ing. He moved accordingly. 

The motion was seconded from the meeting. 

Dr. J. L. McCattum (London) said that although the 
proposed committee might not be the best solution the 
principle behind it should be accepted in principle. It was 
a most hopeful sign to the young members of the profession. 
He hoped that Dr. Dornan’s suggestion for enlarging its 
membership would be considered. He understood that in 
Australia officials of the Branches went to medical schools 
to talk to fourth-year students, and they obtained a 90°, 
membership. 

Mr. A. Lawrence Ape (London) asked if every con- 
sideration had been given to more being done in the local 
Division meetings. A large number of the newly qualified 
practitioners who were provisionally registered, or doing 
their third or fourth resident appointment, or who were 
assistants felt isolated from the main body of the profession, 
and he thought more consideration could be given to ways 
in which senior doctors could get together with their juniors. 
He did not see otherwise how these men could get their 
representatives properly elected. Mr. Abel supported the 
suggestion that consideration should be deferred. 

Mr. LANGSTON said that the Committee would accept the 
deferment of approval of details, but he hoped the Council 
would approve the proposed committee in principle. 

The amendment that consideration be deferred so that the 
recommendation could be referred to the appropriate com- 
mittees, including the Organization Committee, was carried. 

On the question of approving the principle of the forma- 
tion of a Young Practitioners Committee, Dr. R. G. Gipson 
(Winchester), Chairman of the Organization Committee, said 
that there was a considerable amount of frustration and un- 
happiness among young doctors. The fundamental thing 
they wanted was a forum or parliament which had direct 
access to the Council. Why should not the young practi- 
tioner feel that he had this right? “Let the young practi- 
tioners have somewhere where they can talk and know that 
we shall hear them direct.” He hoped the Council would 
approve this committee in principle. 

The CHAIRMAN said that he thought the proposal to ap- 
prove in principle the setting up of this Committee was out 
of order. Council had decided to defer making a decision 
on the recommendation. It was now suggested that a de- 
cision should be made on all except the details. He must 
rule the present discussion out of order. Everybody would 
have the opportunity of putting their point of view in the 
future. 

Mr. LANGSTON moved that the Report of the Constitution 
Committee as a whole be approved for presentation to the 
Representative Body. Before making its Report in final form 
the Committee had taken into consideration Council’s views 
on the draft Report and suggestions from many quarters. 

The final Report did not differ in any major recommenda- 


-tion from that presented to the Council last May, but much 


time had been spent in clarifying the Report, and he hoped 
Council considered that ambiguities had been cleared away 
and that the Report was now a suitable document to go 
forward to Divisions and to the Representative Body. 

Dr. VAUGHAN Jones said that this Report was asked for 
by the Representative Body and should go direct to that 
Body. It would not normally go to the Representative Body 
without comment from the Council. 

The CHAIRMAN replied that this was a report from the 
Constitution Committee to the Representative Body, and all 
the Council was asked to do was to approve its transmission 
to the Annual Representative Meeting. The Council 
accepted no responsibility for it but was at liberty to com- 
ment on it. 

Dr. VAUGHAN Jones then moved that the Report be ap- 
proved for presentation to the Representative Body. The 
CHAIRMAN pointed out that the Council should only approve 
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the fact that it went to the Representative Body, and 
Dr. VAUGHAN Jongs altered his motion to read: That the 
Report should be sent to the Representative Body without 
comment. 

Dr. E. C. Dawson (Derby) said that the Report was a 
iong and interesting document and should be circulated 
when the mind of the profession could be given to it and 
was not diverted by the remuneration issue. He would sug- 
gest that the timing of the presentation of the Report should 
be dependent upon the state of the negotiations with the 
Ministry. 

Dr. BEAUCHAMP hoped that it would not be assumed that 
every Division or every doctor had a one-track mind. He 
hoped they would go on with it. Dr. J. A. PripHam (Wey- 
mouth) agreed. 

Mr. LANGSTON hoped the Council would not prevent the 
matter going forward. He thought the Representative Body 
would expect to see the Report soon, It had already taken 
nearly three years to complete. Dr. Dawson still did not 
agree. 

The amendment that the presentation of the Report be 
deferred until the time was opportune in the opinion of the 
Chairman of the Council was lost. The motion approving 
the presentation of the Report to the Annual Meeting was 
carried. 

It was agreed that the Report should be published in 
the British Medical Journal in advance of the Report of 
Council and that Divisions be asked to consider it as soon 
as possible. 

Dr. VAUGHAN JONES congratulated Mr. Langston on the 
work which he and his Committee had accomplished. The 
CHAIRMAN added his appreciation of Dr. L. S. Potter’s work 
in preparing the Report, 


Hungarian Refugee Doctors 


The CHAIRMAN reminded the Council that at the last 
meeting he was empowered to take steps to issue an appeal 
to the profession for financial help for doctors from Hun- 
gary. The situation had been most confused. He asked 
for Council’s views on the matter in the light of all the 
circumstances. After some discussion it was agreed that 
the Chairman should publish a letter in the British Medical 
Journal asking for contributions to provide for the imme- 
diate necessities of their Hungarian colleagues. - 

A letter was received from the Austrian Medical Associa- 
tion asking for assistance. All its available funds had been 
expended in helping Hungarian refugee doctors, and the 
Council agreed that any surplus remaining from any fund 
raised from the profession in this country should be sent 
to Austria. 

It was reported that over 50 Hungarian doctors were 
known to be in this country, many of whom had been 
interviewed by the medical director of the International 
Medical Visitors Bureau of the B.M.A. Financial assis- 
tance to the amount of £530 had been given where it was 
needed. 


Finance 


Mr. L. DouGat CALLANDER, Hon. Treasurer, presented 
the report of the Finance Committee. 

Mr. Callander said it must be obvious from the revenue 
and capital budgets for 1957 that the situation was not what 
one would like. He thought it advisable to give the Coun- 
cil the financial background of the Association from two 
years ago to the present. The Council could then discuss 
how trends could be remedied. 

In 1955 the year finished with a balance of £55,000, 
£30.000 of which was invested in such a way that the 
capital would be returned intact with some interest. £5,000 
was set aside for the Edinburgh meeting, £5,000 for special 
legal costs, and £15,000 was carried to the Accumulated 
Fund. During 1956 there was extra printing, paper, and 
postage costs for the Journal which reduced the surplus on 
the journals to the region of £1,000. Increases in salaries 
had been given to the staff. Subsistence expenses to mem- 
bers attending Council and centrally arranged meetings cost 


£1,100 in 1956, and in a full year would cost £6,000 includ- 
ing the Annual Representative Meeting. There were 
increased capitation grants for Branches—and then one 
came to inflation. Inflation affected everything in the run- 
ning of the Association, and, although the membership 
reached the highest figure ever in the history of the Associa- 
tion, the surplus in 1956 would be in the region of only 
£12,000. 

The budget for 1957 showed there would be an estimated 
surplus of only £702 on the year’s working. There was no 
provision for contingencies in this budget, no provision for 
the Edinburgh meeting, and no provision for a Special 
Representative Meeting, which might quite easily be neces- 
sary with the remuneration claim now proceeding. Provi- 
sion had, however, been made for the extra day during 
which the 1957 Annual Representative Meeting would dis- 
cuss the report of the Constitution Committee. The 
budgeting was extremely accurate, and there was no hope 
that the end of the year would see a larger surplus than was 
budgeted for. 

Mr. Callander then dealt with the measures which could 
be taken to offset this trend. If all the activities were con- 
tinued, with no provision for contingencies, and even if the 
membership increased, it would not be possible to show the 
£12,000 surplus of last year. Had the membership not 
increased very considerably during the last two and a half 
years a loss would have been shown in 1956. It would 
be appreciated that the membership saturation point was 
coming nearer. ' 

The Finance Committee had made certain recommenda- 
tions and suggestions. Inflation was still present and the 
trend of increased costs was continuing. It was imperative 
that economy with reasonable efficiency must be effected, 
otherwise a considerable loss would be shown in 1957, 
and so far as the Treasurer could see the Association would 
be faced with the same prospect in 1958, as there was no 
reason to suppose that inflation was going to end. In two 
years this could result in an overdraft, and no one wished 
to have a repetition of what occurred some five or six 
years ago. 

He hoped the Council would agree to a communication 
being sent to chairmen of committees and subcommittees 
by the Treasurer, asking that the number of meetings 
should be kept to a minimum consistent with efficiency. 
It was suggested that an internal investigation should be 
conducted by the heads of departments and the Treasurer, 
in consultation with the various chairmen, so that every 
possible day-to-day item could be gone into in each depart- 
ment. 

The Journal Committee hoped to turn the loss estimated 
in its budget to a possible surplus of between £8,000 and 
£9,000. This was not enough for the whole Association, 
but the Treasurer thought it wrong that whenever the 
Association was in difficulty the Journal should be relied 
on to put it right. The publications department must, of 
course, bear its share, but others must also. The Finance 
Committee suggested that economies in the region of 
£20,000 must be made. Already the Science Committee 
had agreed to a saving of £1,000 on postages on books from 
the library, and the Estates Committee had increased rents, 
which would produce over £2,000 in a full year. ~ The 
National Insurance Defence Trustees had agreed to bear 
all but £500 of the cost of the General Medical Services 
Committee last year. A recommendation that the British 
Commonwealth Medical Conference should not be held 
this year would save £2,500. . 


Alternative 


No doubt, continued Mr. Callander, some members of 
Council were asking what was the alternative. It was as 
simple as this: to launch a scheme to increase the sub- 
scription by £2 2s. £1 1s. would not be enough, because 
there would possibly be a decrease in membership if the 
subscription was raised. He was the last. person to want 
to recommend an increase in the subscription, and he 
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trusted he would have the help and co-operation of all 
members of the Council, Chairmen of Committees, and the 
staff in an endeavour to make the economies he had out- 
lined. This was not the time to panic, the Treasurer con- 
cluded, but for serious thought. 

Dr. J. G. M. HamiLton (Edinburgh) said that the Council 
must approach the question of an increase in the subscrip- 
tion in a realistic way. The increase in the cost of living 
not only affected the individual but the Association. The 
remuneration claim was for 24%, increase, and if this was 
applied to the subscription it should be £7 17s. 6d. Did the 
Council really believe that with an organization of this size, 
which purported to give the service which it did, it could 
continue to do so reasonably and adequately for as small 
a sum as £6 6s.? The Journal cost members nothing, and 
the whole of that £6 6s. was used on the secretarial side of 
the House. He was not making any motion, but could not 
an organization of this magnitude with its enormous diversity 
of activity reasonably expect that its members could pay a 
subscription of £10 10s. or £12 12s.? He suggested that 
members should look at their golf club subscriptions. 

The CHAIRMAN said that he understood the subscriptions 
of other professional bodies were to be raised. Did the 
Council feel that a\warning of the necessity to raise the 
subscription should be given ? Dr. Hamilton had empha- 
sized that if the Association was to do the job which the 
members expected it would cost money. 

Mr. A. StaveLtey GouGu (Watford) said that the member- 
ship had been considerably increased and the cost of living 
was not the only factor; the Association was doing more 
and must put iis affairs in order. 

Dr. WRATHALL Rowe asked if he understood the Hon. 
Treasurer to say that £30,000, which was surplus to income, 
would be repaid in October. 

Mr. CALLANDER replied that that money was the beginning 
of a reserve fund of £200,000. 

Dr. I. D. Grant (Chairman of the Representative Body) 
said that the Representative Meeting had to be shown that 
the Council was doing everything in its power to run the 
Association as efficiently and economically as possible. 

Two years ago it was agreed that £5,000 should be set 
aside each year for the Edinburgh meeting. It was his 
impression that the money would be taken out of Associa- 
tion funds and put’ into a separate account, but he now 
gathered that that was‘not the case. The money had been 
allocated but was included in the £30,000. If this was so, 
he thought the £10,000 already allocated should be taken 
out of the £30,000 and put into a separate account for the 
Edinburgh meeting. 

Mr. CALLANDER replied that the allocation for the Edin- 
burgh meeting had not been put into a special account, it 
was left in the running accounts of the Association. 

Dr. GRANT reiterated his view that this money should be 
put into a special account. It should be invested and ‘then 
used for the Edinburgh meeting, not for the ordinary pur- 
poses of the Association. 

The CHAIRMAN said there were two accounts—capital, 
which included the saving of previous years, and the current 
account. The capital account might be lumped up in a big 
figure or it might be divided up into the items for which 
it was earmarked. The money for the Edinburgh meeting 
had not been earmarked, but if it was the wish of Council 
that could be done in the accounts to be presented at the 
next meeting. 

Dr. Grant said he would be quite happy if it was done 
in that way. Dr. Tatsot Rocers said that the Treasurer 
had stated that nothing had been earmarked in this budget 
for Edinburgh. The CHAIRMAN said that was so, and Dr. 
Rocers said that, having decided to set aside £5,000 each 
year for Edinburgh, there was a moral obligation to include 
that £5,000 in the budget. 

The CHAIRMAN said that the £5,000 could be included, and 
there would then be a deficit. 

Dr. TatBot RoGers said that it had been said that the 
profession must-be prepared to pay more to the Association, 
and that the activities of the Association had increased. 


There was probably an idea at the back of people’s minds 
that extra expense had been incurred in view of the re- 
muneration claim. The National Insurance Defence Trust 
Fund had paid everything except £500 towards the costs 
of the G.M.S. Committee and towards the cost of the 
Negotiating Committee, so that the general practitioner 
section paid nearly 15s. extra per year. 

Dr. I. M. Jones (Sunderland) said that surely the diffi- 
culty in 1957 could be met by an overdraft. It was the 
duty of Council members to point out to their constituents 
that the Association could not be run properly on the 
present subscription. The Council must face the issue now 
and tell the truth to the Representative Body. 

Mr. CALLANDER agreed with Dr. Hamilton that it was 
essential that the money for Edinburgh should be found. 
He would do everything he could to s¢e that the £5,000 each 
year until 1959 was put aside. Replying to Dr. Jones, he 
said the trend for increased costs was still there, but there 
was no knowing what might happen between now and 
December. 

Dr. CATHERINE HARROWER (Glasgow) pleaded for a com- 
plete balance sheet and budget which would show the con- 
tribution which had been made to the expenses of the 
G.M.S. Committee, which cost £10,000 or £12,000 per 
annum to run, by the National Insurance Defence Trust. 

The proposal to include the allocation of £5,000 for the 
Edinburgh meeting in the 1957 budget was carried. 

Mr. LAWRENCE ABEL thought that ways and means could 
be found of making up the deficit. Dr. J. C. ARTHUR (Gates- 
head) thought the Council should concentrate at this 
moment on economies. 

Dr. BEAUCHAMP said that the average member would 
expect the Association to cut its coat according to its cloth, 
and he thought that they must try to economize; Dr. 
PRIDHAM thought it would be extremely foolish to try to 
increase the subscription at the moment, although’ the sub- 
scription was cheap. He was chairman of the Organization 
Committee when the last increase was made and knew the 
worry which it caused. He suggested that the question of 
the payment of subsistence allowances should be looked at 
again. 

The CHAIRMAN said that it was obvious that the general 
view was that no precipitate action should be taken, but 
that the whole question must be borne in mind. 


Public Health 


Dr. Joun B. TiLLey presented the Report of the Public 
Health Committee. The Committee’s recommendations 
that advertisements from local health authorities should not 
be accepted after April 30 next unless the authority had 
accepted and implemented M.D.C. Circular No. 32, and that 
the Ministry be pressed for a reply to the request for a 
Public Health “Spens,” were accepted, together with a 
recommendation that a protest should be sent to the 
Ministry of Health on its action in dispensing with the 
requirement to advertise medical officer of health appoint- 
ments in a county council area. 

The most important matter in the report, said Dr. Tilley, 
related to the question of the integration of the medical 
officer of health with the hospital service. It had been 
before Council earlier and had been the subject of some 
discussion. One body had already expressed its views on 
the matter to the Minister, but the Society of Medical 
Officers of Health had delayed sending its views forward 
in the hope of getting an agreed policy with the Association. 

The matter arose out of the Guillebaud Report, which 
recommended that a medical officer of health or a member 
of his staff should be given an honorary post in a hospital 
which would encourage the development of a closer link 
between the hospital and local health authority service. The 
Guillebaud Committee went on to suggest that he should 
of right be a member of the medical advisory committee. 
But the Public Health Committee was not asking that he 
should be there of right. It did feel, however, that the 
views of the Guillebaud Committee, which had given 
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careful consideration to the facts, had put forward something 
which might be of great value in improving the co-ordina- 
uon of the National Health Service. He therefore put for- 
ward the recommendation of the Committee that the Coun- 
ci’ should agree with the principle that medical officers of 
health or a member of their staff should be appointed 
honorary consultants of hospital groups and that regional 
hospital boards should be urged to consider such appoint- 
ments in the interests of all concerned, and that the 
principle of medical officers of health serving on medical 
advisory committees should be agreed to. 

Mr. STAVELEY GOUGH said that there might be more than 
one medical officer of health in the region served by the 
hospital group; not all of them could be consultants. 

Dr. H. D. CHALKE said that there was no question of that. 
All they wanted was that a medical officer of health should 
be the consultant in epidemiology to a group of hospitals. 
If there was more than one, presumably one would be 
selected to serve. Mr. STaveLEY GouGH replied that the 
recommendation did not say that; the Guillebaud Report 
suggested a representative. Dr. TiLLey said that it was not 
intended that every medical officer of health in any area 
should be on the staff of any hospital. That was not 
feasible. 

Dr. Dornan said that the converse occurred in big cities 
where there were several hospital groups and only one 
medical officer of health, and even if he had one or more 
deputies who might be of sufficient calibre to qualify as a 
specialist in epidemiology it would not be practicable for 
them to be on every hospital group committee in the area 
or attached to the staff. 

Dr. Gray said that an admirable report on a difficult and 
controversial matter had been put forward. The Council 
was being asked to agree on the principle, not to say that 
this should be done in every case everywhere. Surely it 
could be agreed that it was a good principle that a medical 
officer of health should be appointed as a consultant if 
there were suitable people available for the post. Dr. 


BEAUCHAMP hoped boards of governors could be included, 


in the recommendation. 

This was agreed to, and the recommendation was carried. 

A further recommendation that the Council should agree 
with the principle of medical officers of health serving on 
medical advisory committees in the interests of all concerned 
was carried. It was also agreed, on the motion of Dr. 
CHALKE, that the Ministry of Health and the Society of 
Medical Officers of Health be informed of the Council's 
views. 

With regard to the procedure for securing nominations 
for medical officer of health representatives on regional 
hospital boards, Dr. Gray said that the principle was admir- 
able but the proposed method was bad. Surely there should 
be consultation in the first place and any disagreement 
should be ironed out. He hoped Dr. Tilley would look at 
this again. 

Dr. Tittey said that the matter was closely discussed 
with the Society, and this was the agreement which had been 
reached. He thought there would only be occasional 
difficulty and he did not think they could go back and ask 
for anything else. 

The remainder of the report of the Public Health Com- 
mittee was approved. 


Private Practice 


Dr. A. Brown (Cambridge) put forward the report of the 
Private Practice Committee. It was agreed that a strong 
protest be sent to the Home Office on the appointment of 
a whole-time local authority employee as coroner for a 
county borough. Arising out of the question of compensa- 
tion for doctors injured or killed while attending accidents, 
the Council adopted the Committee’s recommendation that 
practitioners be advised of the financial risks entailed by 
the lack of adequate cover, that they could be covered only 
by adequate accident insurance, and that it would be advis- 
able for those under contract with an employing authority 


to ensure that there was a suitable clause in their contracts 
covering the payment of compensation in the event of death 
or disablement attributable to the nature of their duties. 

A further recommendation that remuneration of practi- 
tioners appointed to undertake special routine medical 
examination of children at boarding-schools and to advise 
the school authorities generally on matters of health and 
hygiene should not be less than £1 15s. per scholar per 
annum was also carried. 


General Medical Services 


Dr. TaLBot RoGers, presenting the report, said that there 
were no recommendations. He drew attention to the agree- 
ment of £44m. as the amount for the central pool for 
practice expenses for 1954-5. This was three times the 
amount for the previous year. This gave some impression 
of the way practice expenses had increased, and reinforced 
the argument with the Minister that remuneration should 
be adjusted. 

Dr. WRATHALL Rowe said that he had been approached 
by many of his constituents who were dissatisfied with having 
to wait so long for their practice expense money. Could 
not the General Medical Services Committee come to seme 
arrangement with the Ministry so that there was an auto- 
matic payment on account ? 

Dr. Tatsot RoGers said that that idea had been put for- 
ward in the Committee and had been discussed. The diffi- 
culty was that the size of the settlement varied every year, 
and it was hoped to maintain the total pool in such a way 
that there would always be more than £2m. to distribute. 
A most important factor was the earnings from private prac- 
tice, which stood at the moment at £2m. 

The remainder of the report was approved. 


Occupational Health 

Dr. VAUGHAN JONES presented the report. Recommenda- 
tions relating to the remuneration of whole-time industrial 
medical officers, to be presented to the Representative Body 
for adoption, were accepted, together with recommendations 
relating to fees under the Mule Spinning (Health) Special 
Regulations, and fees paid to appointed factory doctors. The 
Committee’s suggestion that the resolution of the Represen- 
tative Body relating to the administration of morphine by 
nurses in industry be sent to the Home Office was accepted, - 
as well as a recommendation that interested bodies be in- 
formed of the Representative Body’s view that nursing staff 
should never use antibiotics or chemotherapy in industry 
without the express instructions of a registered medical prac- 
titioner in writing in each case. Other recommendations 
which were adopted dealt with the assistance which a local 
authority could give in the employment of older workers 
by providing suitable premises and supervision for simple 
assembly work arising out of a resolution passed by the 
Conference of Advisory Councils on Occupational Health 
last year and which it was agreed should be sent to local 
authorities for possible implementation ; with the sending 
of pharmaceutical advertisements to welfare officers of in- 
dustrial concerns ; and with the terms of prescription relating 
to several industrial diseases. In the one case suitable com- 
munications were to be sent to the pharmaceutical industry 
and to the Industrial Welfare Society, and in the other the 
Industrial Injuries Advisory Council would be informed that 
the Association did not wish to submit additional .evidence. 


Organization 


Dr. R. G. Gipson presented the report of the Organiza- 
tion Committee, which put forward proposals for the amend- 
ment of Standing Orders, the term of office of Chairmen 
of Council, and the method of filling vacancies on the 
Council. Dr. Gibson said that the term of office of Chair- 
man of Council had been the subject of considerable discus- 
sion. There were two points of view: that it could be left 
to the common sense of Council or that there should be a 
definite term of office laid down, Common sense might be 
swayed by sentiment, loyalty, and good manners, and the 
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Committee felt that it would be wise to lay down a definite 
term of office, suggesting a maximum of five years at any 
one time. There were also recommendations on the period 
of office of chairmen of committees and subcommittees. 

Dr. Dawson thought the recommendation should specify 
five years’ total or continuous service. The CHAIRMAN said 
that this was only set up for the guidance of Council, it 
would be a standing order and could be altered ; Dr. TALBoTt 
ROGERS commented that once something got into standing 
orders it became rather a law of the Medes and Persians. 

Dr. F. M. Rose (Preston) thought they were forging 
chains for themselves. If a chairman was not reappointed 
at the end of the initial three years it would be felt that 
there was some reflection on him which might not at all be 
the case. It would be better left to the good sense of the 
Council. 

Dr. R. Forses (Hendon) thought there would be some 
encouragement to younger men coming into the central work 
of the Association if some offices were limited in time. 

Dr. Gray said that the chairmanship of Council was not 
a reward for services rendered; the Council knew when 
the chairman had been in office long enough. He hoped 
the Council would adhere to its previous practice. 

Dr. G. W. IRELAND (Midlothian) supported the recom- 
mendation. It enabled the Council to have the chairman 
they wanted for as long as they wanted him. 

Dr. H. H. D. SUTHERLAND (London) pointed out that in 
123 years there had been 23 Chairmen of Council, who had 
served an average of 5.3 years each. He did not think they 
could improve on that. 

Dr. Gipson said that legal opinion would have to be 
sought on whether a term of office could be renewed, and 
with this proviso the recommendation was carried. 

With regard to the proposal to limit the term of office of 
chairmen of committees, Dr. TaLpot RoGeRs said that the 
position here was a little different, particularly with regard 
to the autonomous committees, who should be able to elect 
their own chairman. This proposal took away that right. 

Dr. Gray supported Dr. Talbot Rogers. This was not 
a matter of extreme urgency, and he thought the Committee 
might be asked for their observations on this proposal. He 
would move that consideration of this proposal be referred 
to the committees concerned for their views. Dr. SUTHER- 
LAND seconded. Dr. Gipson accepted the proposal. 

A recommendation was adopted that, in the event of one 
of the 13 members of Council elected by the Representa- 
tive Body being appointed as Chairman of Council, a 
vacancy among the 13 should be deemed not to have arisen, 
and By-law 70 should be amended accordingly. A recom- 
mendation to fill a casual vacancy by a postal vote was 
withdrawn, and recommendations for amendment to the 
Articles of Association and the By-laws in relation to pre- 
vious decisions of the Council were accepted. 

The Committee reported that the membership on Decem- 
ber 31, 1956, was 70,152, compared with 68,926 at the end 
of 1955. The membership included over 80° of the work- 
ing profession in the United Kingdom. A proposal that 
a full-time secretary for Northern Ireland should be ap- 
pointed was considered by the Committee, but it was felt 
that the existing arrangements in respect of regional medical 
secretaries was preferable to the appointment of medical 
secretaries resident in the regions. 

The report was adopted. 


“ British Medical Journal ” 


Dr. J. G. M. HAMILTON, presenting the report of the 
Journal Committee, said that an extra meeting was held at 
the invitation of the Finance Committee in order that the 
Council might be given a more up-to-date estimate of the 
budget predictions for 1957. The Committee estimated that 
the advertising revenue for 1957 might be greater than at 
first anticipated, and costs slightly lower. 

With these considerations in mind the Journal Committee 
was prepared to suggest that the various publications would 
together provide a gross surplus in 1957 in the region of 


£8,000 to £9,000, but the forecast might be upset by circum- 
stances outside the control of the Journal Committee. 
The Report was adopted. 


Science Committee 


Mr. J. R. NicHOLsON LarLey moved the adoption of the 
Science Committee report. The Committee recommended, 
in view of the financial position of the Association, that 
payment of outward postage on books borrowed from the 
library should be discontinued as a temporary measure ; 
that the Minister of Transport be requested to receive a 
deputation on the subject of the introduction of legislation 
requiring motor-cyclists to wear helmets of an approved 
pattern ; and that foreign corresponding members of the 
Association be appointed. These recommendations were 
accepted. The Committee also recommended that the 
Public Health Committee should deal with the question of 
clean milk, and that the problem relating to the question of 
attributable illness should be referred to the Committees 
of the Association dealing with the various aspects of the 
profession of medicine. The Council decided to refer the 
latter problem in the first instance to the Compensation and 
Superannuation Committee. 

The Report was adopted. 


Other Committees 


Dr. W. M. KNox presented the report of the Scottish 
Committee. He said that the new Scottish House would be 
opened on May 2 next. 

Mr. L. DeuGaL CALLANDER, moving the report of the 
Estates Committee, said that consideration had been given 
to the question of a B.M.A. House in Belfast. It was 
suggested that a house should be purchased and adapted, 
but negotiations had been proceeding with the Methodist 
organization, who were erecting a new building and who 
would be very pleased to receive the Association as tenants. 
The Belfast members thought it would be ideal. The present 
accommodation in Belfast was somewhat indifferent. The 
Committee recommended that a lease be accepted for a term 
not exceeding seven years, and this was accepted by the 
Council after questions as to the accommodation had been 
answered by Dr. N. S. DICKSON. 

Recommendations by the Office Staff Superannuation 
Fund Committee for a new Trust Deed for the Fund was 
accepted. Counsel’s advice had been taken, and the new 
deed had been drawn up in accordance therewith. The 
Chairman of the Council, the Treasurer, and the Financial 
Comptroller were appointed to act as Trustees of the fund. 

Professor D. E. C. MEKIE presented the Overseas Com- 
mittee report. 

A recommendation that a loan should be sympathetically 
considered for the Jamaica Branch to build a hall for its 
own use on land already in its possession was withdrawn 
for further consideration. 

Dr. TaLtsor Rocers said he thought the Trustees of the 
N.LD.T. Fund would like to consider this matter so that 
they might help their colleagues in Jamaica, and he asked 
that the recommendation be deferred to enable them to 
do so. 

Dr. Harrower, Hon. Treasurer of the Fund, seconded 
the proposal. The matter could be considered at the next 
meeting of the Trustees. 

This was agreed to, the CHAIRMAN expressing thanks to 
Dr. Talbot Rogers and Dr. Harrower for the suggestion. 

The report was accepted. 

Dr. R. Forses, moving the report of the Central Ethical 
Committee, put forward advice to be tendered to the British 
Rheumatic Association in regard to the list of specialists 
in rheumatic diseases kept by that body and issued to doc- 
tors of persons who became members of the Association 
who desired to have a private consultation at a reduced fee. 
The recommendation for advice to be given to the British 
Rheumatic Association was accepted. 

Mr. A. DicksON WRIGHT, presenting the report of the 
Medical Act Committee, which was set up to consider a 
resolution of the Annual Representative Meeting to consider 
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the working of the Medical Acts 1858-1950 in view of the 
proposal to set up a consolidating Act, said that the Com- 
mittee was interpreting its terms of reference, now that the 
consolidation measure had received the Royal Assent, as 
if the motion referred to the Medical Act, 1956. An initial 
survey had been made of the difficulties attendant upon pro- 
visional registration, and the procedure for electing direct 
representatives to the General Medical Council, and the 
question of disciplinary procedure was to be considered. 
The Defence Societies had been invited to prepare a memor- 
andum on the difficulties which had arisen since the opera- 
tion of the 1950 Medical Act. 

The report was accepted. 

Dr. H. H. D. SuTHERLAND moved the Amending Acts 
Committee Report. The Committee felt that the resolution 
of the Brighton meeting stating that the attention of the 
Government should be drawn to the need for continuous 
education of the public in the use of the National Health 
Service was very useful. It recommended that a letter be 
sent to the Ministry of Health drawing attention to this 
matter. 

This recommendation’ was accepted. 

Dr. Sutherland added that the question of a code of conduct 
for patients had been considered several times. The Com- 
mittee believed that there were a number of people in the 
country who caused annoyance to the doctor and who 
wasted his time, which must cause misuse of public money. 
It was extremely difficult to decide how best to deal with 
this. Parliament would not stand for serious penalties, but 
in view of the malicious complaints laid against doctors by 
members of the public two suggestions had been made. One 
was that when a person made a complaint he should be 
expected to lodge a sum of money—the Committee made no 
recommendation on the amount—which would be returned 
if he proved his complaint. If he failed, the money would 
be withheld. Secondly, if a doctor found that there were 
people who continually wasted his time he should be en- 
titled to make representations to the executive council, who 
would refer it to the appropriate committee. A letter could 
be sent to the patient, which would be very useful in dealing 
with people who made a habit of vexatious annoyance. 

Dr. Tacsor ROGERS said that both these suggestions had 
their dangers. The point had been made, whenever the 
regulations had been discussed, that it should be made as 
easy as possible for complaints to be put forward. In Lon- 
don, if the chairman did not feel that there was a prima facie 
case, no more was heard of it. He did not think that the 
Ministry or Parliament could be converted to the idea that 
“ conduct money ” should be asked for in the way suggested. 
Secondly, it seemed to him that, if a doctor had the right 
to communicate with the executive council in this way, that 
body would have to ask the patient what he had to say, and 
there would be further inquiry before the medical services 
committee. He thought the dangers in both suggestions 
would make it unwise for them to be adopted. 

Dr. PripHAM said that if the chairman knew that there 
was a “ fine” if a complaint was not substantiated he might 
feel that it must be considered by the medical services com- 
mittee. ’ 

Dr. Gray said that it was possible for chairmen to rule 
that there was no prima facie case on a frivolous complaint. 
The report used the words “ savage penalties.” It was unfor- 
tunate that words used at the Representative Meeting should 
be incorporated in the Committee’s report. Dr. Dain had 
had a committee which had gone through all the regulations, 
and no evidence was ever brought to it that savage penalties 
were being inflicted. All the bodies concerned had declared 
that they were satisfied with the present machinery. 

Dr. SUTHERLAND said that the Representative Body used 
these words and his Committee was instructed to look at it. 
It had done so and brought the matter back for action. No 
stated recommendation had been made. If the suggestions 
were to be referred back he hoped Council would give some 
definite instructions. 

Dr. DorNAN moved that this paragraph be not approved, 
and that the Council should inform the Representative Meet- 


ing that there was no evidence before it of savage penalties 
being imposed. 
. This was agreed to. 

Dr. Sutherland reported that the Committee was studying 
the Australian Health Service. The Committee would like 
to know if the Council wished it to proceed with this study, 
and to study the medical services of other parts of the 
Commonwealth. 

The Council agreed that this study should continue as 
part of the work of the Amending Acts Committee. 

The remainder of the report was approved. 

The reports of the Maternity Medical Services, the Edin- 
burgh Meeting, and the Joint Formulary Committee were 
received and adopted without discussion. 

The Council elected 26 new Members and the proceedings 
concluded at 7 p.m. 


BRITISH MEDICAL GUILD 


A meeting of the Board of Trustees of the British Medical 
Guild was held at B.M.A. House on January 30, with Dr. 
S. WAND presiding. 

It was reported that a circular letter was issued on Decem- 
ber 24, 1956, to all Honorary Secretaries of Divisions and 
Branches of the British Medical Association in the United 
Kingdom inviting them to convene early meetings of the pro- 
fession for the purpose. of arranging the appointment of 
local committees of the Guild. Since then some 150 Divi- 
sional areas had either held meetings or had arranged meet- 
ings out of a total of 219, so that the great majority were 
acting. A reminder is to be sent to those who had not yet 
notified any action being taken. 

Resolutions were reported suggesting various methods of 
procedure, but it was decided to defer consideration of these 
until after the next meeting with the Minister, it being left 
to the officers to decide on any action which might become 
urgently necessary in the meantime. 


TEMPORARY TRANSFER OF TELEPHONE 
CALLS 


The Post Office has stated that at some telephone exchanges 
it will shortly be able to arrange for doctors to have calls 
from patients temporarily transferred to another number 
while at the same time enabling the reception of private 
calls to continue. A second number will be allocated, which 
will not normally be shown in the Telephone Directory or 
disclosed to inquirers. Calls made to the second number 
will by-pass the transfer arrangements when these are in 
force for the main number. 

The charge will be 10s. a quarter. If the second number 
is to be shown in the directory—say against the name of 
another member of the doctor’s family—a small additional 
charge will be made. Any doctor who is interested, and 
who uses the temporary transfer of calls service at the regu- 
lar user or “contract” rate, should get into touch with the 
local telephone manager, who will let him know if it is 
possible to provide the service. 


REMUNERATION CLAIM 


MEETING IN CORNWALL 


Some 80 doctors, members and non-members of the B.M.A., 
in the Cornwall Division area attended a meeting at Truro 
on January 27. All branches of the profession were 
represented. The following resolution was passed unani- 
mously : 

That this meeting of the medical profession in Cornwall fully 
approves the action taken by the Negotiating Committee of the 
British Medical Association to obtain the increased remunera- 
tion owing to the profession under the terms of the Spens agree- 
ments. It urges the Committee to redouble its efforts and press 
the claim by all possible means. 
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WORLD MEDICAL ASSOCIATION 
BRITISH SUPPORTING GROUP 


A representative gathering of doctors and of the ancillary 
professions, held at B.M.A. House on January 29, decided 
the time was suitable for the formation of a British Support- 
ing Group for the World Medical Association 

A Steering Committee—consisting of Dr. Alexander Hall, 
President of the B.M.A. ; Dr. S. Wand, Chairman of Council 
of the B.M.A. ; Dr. lan Grant, Chairman of the Representa- 
tive Body of the B.M.A.; Dr. J. A. Pridham, Chairman of 
the International Relations Committee of the B.M.A. ; Dr. J. 
Beynon ; Dr. R. L. Luffingham, of Hull ; Dr. J. Hazleton, of 
Reading ; Dr. J. G. McCrie, Dean of the Faculty of Medi- 
cine, Sheffield University ; Mr. H. Parker Buchanan, of the 
British Dental Association ; and Miss C. M. Hall, of the 
Royal College of Nursing—was appointed, with powers to 
co-opt, to do the necessary work precedent to the formation 
of the group. 

World Medical Opinion 


Dr. A. HALL, who presided at the meeting, said that 125 
years ago the sense of a growing need for doctors to have 
an organization to act as a clearing-house for ideas and 
information directly concerning their profession had led to 
the formation of the British Medical Association following 
a meeting at Worcester. Now New York and Moscow were 
much nearer London than had been Worcester, and the 
need to embrace a wider area had led to the formation 10 
years ago of the World Medical Association. To-day that 
body had become a recognized authority for the expression 
of world medical opinion. Its activities had become diverse 
and far-reaching in playing its part as the mouthpiece of 
doctors, It was felt that many would be interested in 
furthering the activities of such an association by the forma- 
tion of a British supporting group. 

Dr. S. WaNnb, who briefly referred to the formation of the 
W.M.A. at the close of the war, said it had done a great 
deal of work for the practising doctors of the world through 
their national organizations. It was an association of 
national medical associations of the world and in that way 
represented the doctors of a large number of countries. 
To-day, when there were bodies like I.L.O. and Unesco 
and similar organizations representing governments, it was, 
very necessary there should be some association to repre- 
sent the views of the practising doctor, the more so because 
there had been many cases in the past where the views of 
governments had been quite different from those of the 
doctor. In many ways the W.M.A. was a clearing-house 
for ideas, and over the past few years its influence had 
increased considerably. 


Attempts to Subjugate Doctors 


The W.M.A. had been able to help in those countries in 
which attempts had been made to subjugate the doctors to 
the State, said Dr. Wand. In many ways the W.M.A. had 
an impact on the everyday lives of doctors, but it did even 
more than that in that it brought together people who had 
a common interest. It was important that its influence 
should be widened. The idea of setting up a supporting 
group was to spread an appreciation of the importance of 
doctors getting to know each other's problems in the inter- 
national field. Such groups already existed in Australia, 
Canada, the U.S.A., Sweden, and Italy. In this country we 
seemed to have fallen a little way behind. 

Dr. J. A. Pripaam, who spoke from experience as a mem- 
ber of the W.M.A. Council for seven years and as Chair- 
man of its Education Committee, and who had attended 
the General Assembly each year, said he thoroughly belitved 
in it. International organizations existed, they functioned, 
they were powerful, and they could not be ignored. All 
over the world peoples were interested in and demanding 
health schemes, and that meant politicians were interested 
also. It was as important in the international sphere as it 


was in the national that there should be some body to 
support the doctors. 


In another direction the W.M.A. was 


now trying to get recognition of an emblem for civilian 
doctors in the event of war which should have a similar 
standing to that of the Red Cross with the military. 


Small Resources 


Dr. Pridham said that at present the W.M.A. worked 
through a small council of about a dozen members and 
on a budget of less than £50,000-a year, of which about 
three-quarters came from one source, the U.S.A, It had 
a tiny secretariat with one doctor as secretary-general—part- 
time. Constantly there was work which had to be left 
untouched because of the smallness of the resources avail- 
able. 

A discussion which followed was opened by Dr. J. G. 
McCarie, who said that from the point of view of engaging 
the interest of non-medical educational bodies, which was 
apparently one of the objects in forming the group, much 
more might be made in the literature of the W.M.A.’s 
educational activities. There was also the question of the 
corporate subscription. There were no doubt bodies to 
which a subscription of £25 would hardly seem adequate 
to the needs of the work, but to a university that sum might 
be rather large. 

In answer to questions about the use of the funds which 
might be collected by the group, it was explained that in 
other countries such funds had been used for work of 
particular interest to the country concerned. In Sweden it 
had been directed to finance social security research, a 
matter which particularly interested Sweden. In Canada 
it had gone to financing the visits of medical teachers to 
undeveloped countries. In America the funds went largely 
to financing the New York offices of the organization and 
to subsidize the production of the World Medical Journal. 

Mr. PARKER BUCHANAN mentioned that for 58 years the 
dentists had had an international organization which had 
proved most successful. They held an annual conference 
in some big capital city. Although the British Dental 
Association had a membership only one-fifth to one-tenth 
the size of the B.M.A. it had about 1,000 members sub- 
scribing to the international body, and for that subscrip- 
tion they got nothing but the pleasure of attending the inter- 
national conference and supporting the International 
Federation. 


S.H.M.O.s IN CONSULTANT POSTS 


CLAIMS FOR REVIEW INVITED 


Following discussions in Committee B of the Medical 
Whitley Council on a claim by the Staff Side that S.H.M.O.s 
in posts of a consultant nature should be paid on the con- 
sultant scale, the Management Side, though not accepting 
the general principJe, has agreed that the Committee should 
examine the circumstances of individual posts which the 
Staff Side may put forward. 

Three considerations will govern the Committee’s examina- 
tion of such cases—i.e., duties, responsibilities, and quality 
of the service given. 

S.H.M.O.s in one or more of the following categories 
who feel they can claim to be considered are invited to apply 
for a form on which to give details of their posts: (1) Those 
who hold posts that are established as consultant posts ; 
(2) those who hold posts that for the purpose of replace- 
ment would be graded as consultant posts ; and (3) others 
who carry out consultant work, with full and independent 
responsibility. 

It is pointed out that many S.H.M.O.s in categories (1) and 
(2) will be those who held hospital staff appointments before 
July 5, 1948, but were not given consultant grading in the 
National Health Service, and have continued in the same 
appointments. 

Requests for forms should be sent to the Secretary of the 
Association, B.M.A. House, Tavistock Square, London, 
W.C.1, as soon as possible, and completed forms should 
be returned to the Secretary not later than March 2. 
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ANNUAL MEETING, NEWCASTLE 
CARAVAN PARK 


Arrangements have been made at Newcastle for a special 
caravan site for members attending the annual meeting 
with their caravans. The site will be at King’s College 
Athletic Union Ground, Cochrane Park, Newcastle upon 
Tyne, 6. Apart from a limited amount of hard standing 
and some on rough grass, there will be facilities for obtain- 
ing water and disposing of refuse. Hot and cold wash- 
ing facilities and showers, with dressing-rooms and’ drying- 
rooms, will be available in the pavilion, where there will be a 
children’s play-room and light refreshments can be ordered. 
The site, which is near Henderson Hall, one of the hostels 
of the University of Durham, is close to shops and a frequent 
bus service into the centre of the town. 

Applications for space should be made in advance to 
Dr. W. Hunter, c/o B.M.A., North of England Branch Office, 
7, Windsor Terrace, Newcastle upon Tyne, 2, stating name 
and address, registration number of car, and date of arrival 
and departure. The charge is 6s. a night, which must be paid 
at the time of application. Alternative accommodation is 
available for Caravan Club Members at Whitley Bay Club 
site on the sea front at Old Hartley, 10 miles from Newcastle. 


STUDY TOUR OF DENMARK 
INVITATION TO ENGLISH DOCTORS 


The Danish Government, through the Danish Institute in 
Manchester, has invited the B.M.A. to organize a party of 
English doctors for a study tour of Denmark in September. 
The programme will be arranged by the Danish Institute and 
the Danish Medical Association, and a guide will be placed 
at the disposal of the party. The Danish Government will 
pay travelling expenses in Denmark. The cost of the tour 
from Harwich back to Harwich (first class throughout) will 
be £48. 

The party will leave Harwich on September 1, and will 
visit Copenhagen, Elsinore, Hillerd, Roskilde, Aarhus, Vejle, 
and Esbjerg, returning to Harwich on September 13. There 
will be visits to medical institutions and sightseeing. Further 
details may be obtained from the Secretary of the B.M.A., 
B.M.A. House, Tavistock Square, London, W.C.1, to whom 
applications to join the tour should be sent before April 30. 


HOSPITALITY 


An Austrian doctor’s daughter, aged 14, would like to 
arrange a holiday exchange with a British doctor's 
daughter; the Austrian doctor's sons, aged 17 and 16, 
would also like an exchange in July or August, 1957. 

A French doctor’s daughter, aged 17, would like to spend 
two months during the summer holidays with a British 
doctor’s family on an au pair basis. 

Would anyone interested please get in touch with Brigadier 
H. A. Sandiford, International Medical Visitors Bureau, 
B.M.A. House, Tavistock Square, London, W.C.1. 


TRADE UNION MEMBERSHIP 
The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization: 
Metropolitan Borough Councils.—Fulham, Southwark. 
Non-County Borough Councils.—Crewe. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


S.H.M.O. Greup 


Sir,—This letter is addressed to all S.H.M.O.s, whether 
members of the B.M.A. or not. The S.H.M.O. Group is 
the largest in the B.M.A., and is by far the most active. 
In just over a year since the official formation of the Group 
its executive committee has put the whole case for S.H.M.O.s 
(in terms of remuneration, status, grading injustices, and the 
very existence of the grade) in all quarters and at all levels. 
Representation has been secured on vital central and 
regional committees on which S.H.M.O.s were not previously 
represented. The executive committee has gained some 
improvement (£75 per annum) on the unfair award of 1954. 
Most important of all, a further drop in the previous steadily 
declining status of the S.H.M.O. has been prevented. Much 
support has been gained for the Group’s policy of improving 
the salary of the S.H.M.O. by bringing this up to 80% of 
the consultant’s salary throughout the scale. Active efforts, 
not without some hope, are being made on behalf of those 
S.H.M.O.s doing consultant work. 

The future needs utmost vigilance. The Ministry may in 
its hospital medical staffing proposals present conditions un- 
favourable for present S.H.M.O.s, and which may lead to 
a worsening of their position. Therefore the executive com- 
mittee needs the active support of every $S.H.M.O. The 
award of £75 by the Industrial Court was a small one, but 
without the S.H.M.O. Group, and the full support of the 
B.M.A. as a whole, there would have been no award. As 
chairman of the executive committee, I beg any S.H.M.O.s 
who are not members of the B.M.A. to use a small part 
of this award to join the B.M.A. and the S.H.M.O. Group. 
The B.M.A. is made up of the committees within it, and 
it is the only effective negotiating machinery. Every new 
member strengthens the Association, and every addition 
to the membership of the Group will ultimately benefit all 
S.H.M.O.s._ I would like to appeal especially to S.H.M.O.s 
in Northern Ireland, whose interests are also equally the 
concern of the Group. There has been no change in the 
Group’s policy of throwing open all regional meetings to 
all S.H.M.O.s, whether B.M.A. members or not. 

Application forms for membership, which is free to 
B.M.A. members, may be obtained from the secretary of 
the Group, B.M.A. House, Tavistock Square, London, W.C.1, 
from regional representatives, or from myself.—I am, etc., 


G. WarING ROBINSON, 


53. Stoneygate Road, Chairman. 
Leicester. S.H.M.O. Group Executive Committee. 


S.H.M.O.s and Consultant Appointments 


Sir,—Mr. J. C. Leedham-Green (Supplement, January 12, 
p. 23) is concerned that the Health Service of the future 
shall provide for the combination of general practice with 
the practice of a specialty, and in this we are at one. He 
expresses a fear, however, that this advantage is conditional 
on the retention, in some guise or other, of a vestige of the 
S.H.M.O. grade, and here I cannot go with him. 

The general practice of medicine is older than the special- 
ties, all of which grew out of general practice, while the 
S.H.M.O. grade was unknown until 1949, and is peculiar 
to this country. Whatever may have been the purpose ir 
the mind of whoever devised it, one of its effects has been 
to procure specialist services at less than the rate accorded 
to “consultants” doing the same work. The original 
S.H.M.O.s of 1949 were classified on a personal basis, and 
the Terms and Conditions of Service of Hospital Staffs 
(document dated June 7, 1949) defines them as “senior 
officers performing clinical duties who are not of consul- 
tant status, but. are not registrars.” There was no sugges- 
tion that the duties differed from those of “ consultants,” 
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or that the S.H.M.O.s carried them out less competently. 
The idea of S.H.M.O. posts was a conception first defined 
in circular R.H.B.50(96) published in October, 1950. Some 
posts held by S.H.M.O.s are now recognized by regional 
boards as consultant posts within the boards’ establishment, 
and some have not been designated to this day. 

The effect of the existence of the grade, which comprises 
one-third of all specialist hospital staffs, has been to cause 
widespread discontent among those so de-graded, and to 
create a class working at substandard rates alongside their 
more favoured colleagues, a sort of “ minus merit award” 
as it were. The aim of the S.H.M.O. Group is to remove 
the cause of the discontent, and to abolish the substandard 
classification. I deny that a man who has acquired pro- 
ficiency in a specialty is one whit the less competent to 
practise it merely because he devotes part of his time to 
general practice, and to suggest that he should be paid less 
than his exclusively specialist colleague on this ground alone 
seems as illogical as to suggest that his general practice 
should be paid at a cut rate because he is partly occupied 
in a specialty. On the contrary, I said previously (Supple- 
ment, November 24, 1956, p. 199) and I repeat now, that, 
where a practitioner “ has shown by the quality of his work 
and the respect of his neighbours that he is able to act as 
their adviser in consultation, he should receive the reward 
to which he would have been entitled if he were not also 
devoting part of his energies to the wider field of general 
practice.” 

I feel sure that, when Dr. Leedham-Green has reflected 
further, he will agree that the general practitioner who also 
holds a specialist hospital appointment may render services 
to the patient at least as valuable as those of the specialist 
who follows his specialty exclusively. A man is appointed 
to a hospital staff in virtue of having been adjudged by the 
appointments committee to be competent to carry out the 
duties, and to be the best candidate applying. In the terms 
of circular 50/96, paragraph 3, boards may appoint general 
practitioners as part-time assistants in certain specialties at 
S.H.M.O. rates, but in the major specialties, such as Dr. 
Leedham-Green’s own, this course is not open to them unless 
nobody of consultant status has applied and the post cannot 
be left vacant (paragraph 2). It is the view of the S.H.M.O. 
Group that these provisos open the way to the gradual 
formation of a sub-consultant class which would ultimately 
prove harmful, first, to the patients in the hospitals where 
they occur, and, secondly, to the specialist body as a whole, 
by providing a temptation to employing authorities to exploit 
the distinction between the two classes. The Group holds 
firmly that when a candidate is considered by an appoint- 
ments committee to be fit to be appointed to a post he 
should be entitled to the salary attaching to that post.—I 
am, etc., 


Cambridge. 
Woman Consultant for Women’s Hospital 


Sir,—In the South-eastern Region of Scotland a situation 
has arisen which not only has implications for the public 
and for the medical profession but also serves as an example 
of the ill effects of centralized bureaucratic control in the 
administration of the National Health Service. The Edin- 
burgh Southern Hospitals Group Board of Managemient is 
at present concerned with the medical staffing of four hos- 
pitals, two of which were established more than half a 
century ago with moneys raised by women to provide hos- 
pital facilities for women desiring the services of women 
consultants. The medical consultant appointment in the 
women’s hospitals is vacant, and there is a coincidental 
medical consultant vacancy in the other two hospitals of the 
group. 
maintenance of the status quo—namely, a woman consultant 
for the women’s hospitals, and an open appointment at the 
other two hospitals. This advice has not been accepted by 
the regional hospital board, which has decided to link the 
vacancies into one appointment—a decision which will, no 
doubt, appear attractive to the administrator sitting at an 
office desk, though little or no economy accrues from it. 


C. B. V. WALKER. 


‘ 


The Southern Hospitals Board has advised the . 


The Southern Hospitals Group Board of Management has 
appealed to the Secretary of State for Scotland against this 
decision. 

There is a possibifity that this appointment, if advertised, 
will pass to a male applicant. This would mean, among 
other things, that any woman desirous of attention from 
women doctors only is deprived of the services of a woman 
consultant physician. There is none other available in the 
region. That this decision of the regional board is contrary 
to opinion within the region can be judged by the reaction 
from medical and lay quarters. Professional support for 
the appeal has come from the regional consultants- and 
specialists committee, the Edinburgh local medical com- 
mittee, and the Medical Women’s Federation of Great 
Britain. A petition to the Secretary of State, launched 
spontaneously and unorganized, gathered over 26,000 signa- 
tures within three weeks, and was signed by a remarkable 
cross-section of the public. The basis of the petition is to 
“stress the necessity of there being available, for the women 
and children in Edinburgh, the services of a woman con- 
sultant physician in Bruntsfield and Elsie Inglis Hospitals.” 
Additionally, there is support from the Edinburgh Execu- 
tive Council, the Edinburgh Association of University 
Women, the Edinburgh Professional and Business Women’s 
Club, the Soroptimist Club of Edinburgh, Co-operative 
Women’s Guilds, Townswomen’s Guilds, and many other 
bodies. 

It would appear from this wide and forceful public reac- 
tion that here we have a regional hospital board out of touch 
with medical and lay opinion—underestimating the valuable 
part played by the smaller hospitals in the medical service. 
Surely no State bureaucracy should assert its authority 
against such expressed wishes of the people by whom the 
National Health Service is financed and for whom the 
National Health Service exists—We are, etc., 

A. F. WILKIE MILLAR. T. R. R. Topp. 
E. V. KUENSSBERG. NorMaNn M. Dott. 

Edinburgh. 


Psychiatric Out-patient Departments 


Sir,—Mest general hospitals throughout the country now 
have psychiatric out-patient departments to which patients 
are referred by general practitioners and others, and which 
are doing much to relieve the vast amount of minor mental 
disturbance existing in the community. The majority of 
patients seen in these departments do not and probably 
never will need admission to a mental hospital, and many 
are in full employment or are in other ways useful members 
of society, This usefulness is often maintained only with 
the help which they can receive from the out-patient clinic. 
Many of these departments are staffed wholly or in part 
by whole-time consultant psychiatrists from neighbouring 
mental hospitals, and it is this fact which has given rise 
to the impression which exists in some places that the 
psychiatric out-patient department does not really belong 
to the rest of the general hospital ; indeed, there are hos- 
pitals where it is little better than a barely tolerated lodger ; 
psychiatric consultants, although often asked to give 
opinions on cases in the wards, are not invited to attend 
medical staff committees ; accommodation is usually inade- 
quate and grudgingly provided ; and facilities for physical 
treatments, such das E.C.T. or abreaction, may be non- 
existent, 

Blame for this state of affairs can be more or less equally 
apportioned between the hospitals concerned and the 
regional hospital boards. The general hospitals complain 
that they have virtually no say in the appointment of psy- 
chiatrists who are to work in their hospitals, and may not 
even know their names ; consequently they regard the psy- 
chiatric department as something quite separate from the 
rest of the hospital. The mental hospitals maintain that 
their filing and appointments systems are superior to the 
general hospital and they therefore retain all clinical records, 
and even make out-patient appointments at the mental hos- 
pital. Some regional boards have failed to appreciate the 
growing importance of out-patient psychiatry, and in the 
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planning of new out-patient departments insufficient atten- 
tion is paid to the need for specialized accommodation— 
for example, sound-proof consulting-rooms, treatment and 
recovery rooms, as well as room for psychiatric social 
workers and psychologists. 

The days when local authorities paid rent for a room 
in the general hospital to be used by their mental hospital 
as a follow-up clinic for discharged psychotics have gone 
for ever, but the attitude of mind which this arrangement 
engendered still persists in many places. The psychiatric 
department of a general hospital, whether it be staffed from 
a mental hospital or not, is nowadays at least as important 
as that of any other specialty. The doctors serving that 
clinic should be full members of the staff and be accepted 
as such by their colleagues. It is therefore important that 
the hospital management committee of the general hospital 
should be represented when senior psychiatric appointments 
to a mental hospital are being made, and appointment to 
the staff of the general hospital should be included in the 
contract. Clinical records should be kept in the hospital 
and appointments made directly through the general ap- 
pointments office. In this way the psychiatric services will 
be integrated into the work of the general hospital as a 
whole and given proper recognition by the medical staff, 
administrators, and not least by the psychiatrists themselves, 
some of whom seem quite happy in their isolation. This 
result has already been achieved in most hospitals where 
part-time psychiatrists are employed, and there can be no 
doubt that it is of immense advantage to all concerned.— 
I am, etc.. 


London, W.1. J. C. SAWLE THOMas. 


Remuneration Claim 


Sir,—The Government, through the former Minister of 
Health, having found that it acted too brusquely in its com- 
plete discard of the Spens recommendations, now seems to 
have adopted the well-known device of the semi-withdrawal 
and partial discard prior, we presume, to the gentle, un- 
obtrusive final drop. If, by default, we allow the standard 
of Spens to be lowered we shall have lost our position, and 
in the future will have to go with our caps in our increas- 
ingly decrepit hands begging for a rise and receiving a rebuff. 
In order to get our position firmly established and to avoid 
recurring disputes our first resolve should be: “We demand 
from the Government the immediate recognition of the 
Spens recommendations as the legal contractual basis for 
determining our remuneration in the National Health Ser- 
vice.” 

Industrial sections of the community demand annual pay 
increases by strikes or threat of strikes, and get their com- 
pound increments. It appears never to be the right time 
for us of the middle classes to apply for any increase of 
remuneration, and if we do propose to take the only form 
of direct action open to us, such as withdrawal of service, 
this action is liable to be called “ blackmail and holding 
the community to ransom.” We have every wish not to be 
forced into this position, but we should be very determined 
to see that Government promises are kept, and our second 
resolve should therefore be: “We demand the immediate 
implementation of the Spens recommendations and their 
future implementation at periods no longer than every three 
years.” The third resolve (for arguments see the letter by 
Dr. J. A. Gorsky, Supplement, January 26, p. 41) might be: 
“In the event of any unsettled dispute with the Government 
we demand the right to submit our claim to independent 
arbitration.” The fourth resolve might be: “ Preparation 
should be made for the reform of the National Health Ser- 
vice in such parts as may be agreed with the Government 
and among the medical profession.” This latter is a long- 
term issue perhaps not too easy to achieve, but it might 
crystallize after July, 1958, when a considerable number 
of practitioners could, if forced to do so, withdraw from 
the Service, collect their compensation, and with many more 
become entitled, quite legally, to a very small pension —I 
am, etc., 
London, N.8 


G. W. M. Mackay. 


Sir,—It is quite apparent that the Government regard the 
doctors as easy money ; in other words, they rely, first, on 
the fact that the doctors will not let the patient suffer, which 
of course is quite true, and, secondly, on the fact that the 
doctors are not sufficiently united yet to stand together, and 
the Government therefgre feel that they can ignore the 
medical profession and its plea for what it rightly considers 
to be a recognition of the original agreements made between 
the medical profession and the State. 

The suggestion was made to me the other day that perhaps 
the first thing we should do is to stop paying our income tax. 
Another point that has been made apparent is that there is 
obviously a vast difference in the eyes of the inland revenue 
between the doctor and the businessman or farmer. The 
businessman can have jamborees, etc., in the best hotels 
all over England at the expense of his firm and the inland 
revenue ; the farmer can build a plush pigsty or cowhouse 
and claim it against the inland revenue, The doctor, how- 
ever, if he builds a surgery on to his house, or alters it to 
make it more pleasant for his patients, does not get a stiver 
off his income tax, and his house agent will tell him at oncg 
that by enlarging his house he is reducing its value in the 
event of his selling it. Not only does he not get a stiver off 
his income tax, but in fact the stivers are added by an im- 
mediate increase in rates. I must admit that, as a humble 
taxpayer, the logic and fairness of all this are quite beyond 


me.—I am, etc., 
Harrogate. GorDON BAILEY. 


The Doctor’s Week 


Sir,—It was with considerable astonishment that I read 
Dr. Trevor Davies’s letter (Supplement, January 19, p. 33) 
headed “ The Doctor’s Week.” I had not realized that 
there was a G.P. left in England who led such a leisured 
life. My husband is in a partnership in a mixed residen- 
tial-rural community with fewer than the average number 
of patients per doctor. We have considered ourselves for- 
tunate this winter to be seeing so much of each other, as 
he now works an average of 72 hours a week compared 
with 80-84 hours a week last winter. These are actual 
hours worked and do not include nights “on call.” 

We have a small cottage hospital, and this undoubtedly 
occupies a great deal of the local G.P.s’ time. However, it 
is a branch of their work which makes them feel that per- 
haps life is worth while after all in these days of thoughtless 
misuse of the doctor by a large section of the community. 
—I am, etc., 

Leatherhead, Surrey. 


Rural Practitioners’ Remuneration 


Str,—I have been a principal in a rural dispensing prac- 
tice for six years, and during that time am supposed to have 
been compensated for the disadvantage of not being able to 
attract a large list of patients, and the loss of remunerative 
time caused through travelling in comparatively scattered 
areas, by payments from the mileage fund. When, follow- 
ing the Danckwerts award, increased payments on capitation 
were applied to all practitioners alike, it followed that the 
rural doctors’ “ loading” was automatically lessened in pro- 
portion ; but during the past six years the value of a “ mile- 
age unit” in this area has dropped from 4.3d. to 3.7d.—I 
disregard the lesser significant figures, but the decrease is 
about 15%—-so not only is there a further lessening of the 
rural. loading, but, in this area at any rate, there is a defi- 
nite fall in the remuneration of the individual doctor under 
this heading. 

Some of the necessary expenses in this type of practice 
may be of interest, presented to the nearest penny per patient 
on my list. For each, I pay annually: Ss. 11d. on motor 
expenses (before the petrol increase); 1s. 4d. on postages, 
stationery, and telephone; 1s. 6d. on cleaning, heating, 
lighting, maintenance and rates of my surgery premises (not 
my house) ; total, just about half the standard capitation fee. 

Lest it be thought that the dispensing doctor can quietly 
make it up on his drug account, let me draw attention to 


C. M. WILLIAMs. 
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the annotation on “ Vaginitis ” (Journal, January 19, p. 155). 
For the two main forms of this distressingly common com- 
plaint the writer recommends certain courses of treatment ; 
none of the drugs mentioned is on the specially expensive 
list for which the dispensing doctor can reclaim payment, 
yet the net cost for each type of treatment is approximately 
£4. The dispensing capitation fee is 9s. 9d. I have already 
expressed myself on the subject of dispensing (Supplement, 
April 9, 1955, p. 163), and there has been no change since 
then either in the system or my views thereon.—I am, etc., 


Chieveley, Berks. JoHN RICHARDS. 


BRITISH MEDICAL GUILD 


STRATFORD Division 
The following resolution was passed at a recent meeting of the 
Stratford Division, British Medical Guild: “ That this —— 
of the B.M.G. in the Stratford metropolitan area pledges its f 
support to the trustees of the Guild in any action taken to resolve 
the present issue to the satisfaction of the profession.” 


Meetings to be Held 


DarTForD.—At Wedgewood Hall, Royal Victoria and Bull 
Hotel, Dartford, Wednesday, February 13, 8.30 p.m. 

East DENBIGH AND Fiinr.—At Wynnstay Hotel, Wrexham, 
Sunday, February 10, 3 p.m. 

Norwicu.—At Nurses’ Lecture Theatre, Leicester Home, Nor- 
folk and Norwich Hospital, Wednesday, February 13, 8.15 p.m. 


Association Notices 


ADJUSTMENT OF AREAS OF BARNET AND 
WEST HERTFORDSHIRE DIVISIONS 


Notice is hereby given by the Council to all concerned that 
it is proposed to transfer from the West Hertfordshire Divi- 
sion to the Barnet Division the area of the Civil Parish of 
Elstree. 

Any member affected by this proposal and objecting 
thereto should write to the Secretary of the Association 
not later than March 9, 1957. 

A. MACRAE, 
Secretary. 


Diary of Central Meetings 


FEBRUARY 

Ingleby Evidence Committee, 2 p.m. 

Armed Forces Committee, 2 p.m. 

Maternity Medical Services Committee, 2 p.m. 

Ophthalmic Group Committee, 12 noon. 

Representatives of Negotiating, Committee to meet 
re Minister of Health (at 23, Savile Row, W.), 

a.m 

Arrangements Committee (Birmingham, 1958), 
2 p.m 

Negotiating Committee, 2.30 p.m. 

G.M.S. Committee, 10.30 a.m. 

Staff Side, Committee C, Medical 
Council, 11 a.m. 

Public Health Committee, 2 p.m. 

Subcommittee on Medical Reports, Joint Com- 
mittee of B.M.A. and Magistrates’ Association, 
2.30 p.m. 

and Superannuation Committee, 
p.m. 


Whitley 


Marcu 

Assistants and Young Practitioners Subcommittee, 
G.M.S. Committee, 2 p.m. 

Alternative Edition Subcommittee, Joint Formu- 
lary Committee, 11 a.m. 

Editorial Subcommittee, Joint Formulary Com- 
mittee, 11 a.m. 

Charities Committee, 2.30 p.m. 

G.M.S. Committee, 10.30 a.m. 


Branch and Division Meetings to be Held 


BLACKPOOL AND FyLpE Drvision.—At Savoy Hotel, Blackpool, 
Wednesday, February 13, combined meeting with Fylde Section 
of B.D.A. 7.15 p.m., dinner ; 8.30 p.m., Dr. R. Forbes: “* Recent 


Developments in Medical Litigation.” 

BURTON-ON-TRENT Drvision.—At Stanhope Arms Hotel, Bretby, 
Tuesday, February 12, 15 for 7.30 _,P.m., supper meeting. 
“ Paediatric Problems in 


Lecture by Dr. R. A. A. R. Lawrence : 
General Practice.” 

City, NortH MIDDLESEX, BARNET, AND Divisions. 
—At Beales Restaurant, Holloway Road, Tuesday, February 
12, 8 for 8.30 p.m., joint meeting with Novin London Pharma- 
ceutical Association. Address by Dr. R. Ford: “ Some Pre- 
scribing Problems as Seen at the Ministry. fs All medical practi- 
tioners and pharmacists in the area are invited. 

Croypon Division.—At 43, Wellesley Road, Croydon, Tues- 
day, February 12, 8.30 p.m., "general meeting. Address by Sir 
Zachary Cope: “ The Regional Diagnosis o! ‘Acute Abdominal 
Disease.” 

Doncaster Division aNnD DoncasTeR MepicaL SocieTy.—At 
Danum Hotel, Doncaster, Thursday, February 14, annual dinner 
and dance. 

East Kent Diviston.—At Manston R.A.F. Station, Thursday, 
February 14, 7 for 8 p.m., dinner; 9 p.m., ee. Members 
will be guests of the medical officers of the U.S.A.F. 

East YORKSHIRE BraNcH.—At Quern House, 68, Park Street, 
Hull, oe February 13, 8.30 p.m., meeting. Lecture by 
Dr. D. Lawrence: “ Diabetes—Old and New Things.’ 

Peden Division.—At Edgware General Hospital, Tuesday, 
February 12, 8.15 p.m., clinical evening. Members of Wembley 
and Harrow Divisions are invited. 

KINGSTON-ON-THAMES Division.—At Nurses’ Home, 
Hospital, Tuesday, February 12, 8 p.m., meeting. Address by 
Dr. P. J. Kerley: “‘ Tumours of the Lung.” 

LeiGH Division.—At Courts Hotel, Church Street, Leigh, 
day, February 12 8.30 p.m., meeting. Address by Mr. B. H. 
Dawson: “ Neuralgia.’ 

NorTHERN IRELAND BraNcH.—At Woodbourne House Hotel, 
Suffolk, Dunmurry, Thursday, February 14, 7.30 for 8 p.m., 
presidential dinner. 

Preston Division.—At Sharoe Green Hospital, Fulwood, 
Preston, Tuesday, February 12, 8.30 p.m., combined meeting with 
Preston Medico-Ethical Society. Clinical demonstration. 

SHROPSHIRE AND Mip-Wa.es BrancH.—At Board Room, Royal 
Salop Infirmary, Shrewsbury, Thursday, February 14, 8. 30 p.m., 
meeting of Clinical and Pathological Section. Dr. J.J. Merry will 
show films and give a talk on “ Cortisone.” 

SouTtH BepFrorDsHIRE Division.—At Out-patient Department, 
Luton and Dunstable Hospital, Thursday, February 14, 9 p.m., 
meeting. Mr. E. H. Tong (Superintendent, Whipsnade Zoo): 
sie ~ = Aspects of Zoo Management.” Members’ wives are 
invit 

SoutH Essex Division.—At Oldchurch Hospital, Romford, 
Sunday, February 17, 10.30 a.m., clinical meeting. 

SoutH Starrs DIvisIon. —At Medical Lecture Hut, Royal 
Hospital, Tuesday, February 12, 8.30 , Meet- 
ing. Lecture by Mr. Ww. Goodchild (Chief Constab le, Wolver- 
hampton): “ Forensic 

Tower HamMiets Diviston.—At Bearsted Theatre, London 
ye E., Tuesday, February 12, 5.30 p.m., meeting. Film 

ow 

TunsBRipGe WeLLs Division.—At Kent and Sussex Hospital, 
Tunbridge Wells, Wednesday, February 13, 8.30 p.m., meeting. 
Dr. W. G. Oakley: “ Diabetes and its Treatment.” 

Wa.tasey Drvision.—At Hotel Victoria, New Brighton, Tues- 
day, February 12, 8.30 p.m., annual general meeting. 

WINCHESTER DIVISION. —At Board Room, Royal Seapthe 
pen “ ital, Winchester, Thursday, February 14, p.m., 

A. Lecture by’ Sir Heneage Ogilvie: “ 
of t the Dying. 


Meetings of Branches and Divisions 
GrBRALTAR BRANCH 

The annual Fem meeting was held on November 13, 1956, at 
the Colonial Hospital, Gibraltar, when 15 members were present. 
Dr. James A. Durante, the retiring president, reviewed the events 
of the past year, and commented on the poor attendance, especi- 
ally of Service members, although the B.M.A. had in the past 
done more for them than for most of its members. 

The following officers were elected : 

President—Mr. R. Scott Stevenson. 

Vice-president.—Major R. K. Pilcher. 

Honorary Secretary.—Dr. E. A. Imossi. 

Honorary Treasurer.—Dr. S. H. Triay. 

Mr. D. J. Toomey __ a discussion on pain in the right 
iliac fossa in which Captain Burwell, Dr. Imossi, Mr. J. M. 
Hastings, Dr. Ruggeri, and Dr. Cochrane took part. Mr. J. M. 
Hastings demonstrated an interesting series of cases of renal 
malformations, illustrated by x-ray films, etc. 
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